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ABSTRACT

Author: Irk, Elizabeth, M. MS
Institution: Purdue University
Degree Received: August 2018
Title: Co-Designing with Refugees: Addressing Challenges to Healthcare Access
Major Professor: Esteban Garcia

This master’s research study aims to contribute to the general body of HCI research focused on
resettled refugees. No study in this field has been conducted with resettled refugees from
Indianapolis, Indiana. There are many challenges and barriers that resettled refugees face before,
during and after resettlement. This qualitative study explores the challenges that refugees in
Indianapolis face after resettlement when they seek healthcare resources and services, and how
technology and design can be used to help address those challenges by conducting co-design
workshops. This research compares the perceptions of service providers with the perceptions of
resettled refugees to discover if they are in agreement about the needs and challenges refugees
face. There are three pilot studies and one major study that were conducted in order to gain
insights of participant perceptions. The major study resulted in a solution designed with refugees
to help address a healthcare access challenge. The solution reached the stage of proof of concept
and has further revisions that will take place.
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CHAPTER 1. INTRODUCTION

1.1

Statement of the Problem

Resettled refugees in Indianapolis, Indiana need access to healthcare resources and
services. Access to healthcare resources and services is a human right, as defined by the General
Assembly of the United Nations in the Universal Declaration of Human Rights (1948). The
United States is part of the United Nations, so the Universal Declaration of Human Rights
applies to the US. Getting access to healthcare resources and services can pose many challenges
for all underprivileged communities in the US and around the world, and for resettled refugees
specifically, there are additional unique challenges that other underprivileged communities do
not face. For example, healthcare access and systems in other countries are not set up in the same
way that healthcare access and systems in the US are set up. Fifty-eight countries (some are
countries many refugees have fled from) offer universal healthcare (Stuckler, Feigl, Basu &
McKee, 2010). While those fifty-eight countries follow a universal healthcare model, that model
may not look the same in each country due to cultural and economic differences between
countries. For refugees relocating to the US, a country without a universal healthcare model,
trying to receive healthcare can be especially confusing.
Additionally, for families who have spent time (months to decades) in refugee camps,
and for families who are from rural and under-developed countries, their understanding of
healthcare also looks quite differently than it does for refugees who previously lived in more
developed countries (Unite for Sight, n.d.). These differences can cause cultural barriers in terms
of healthcare access and healthcare system familiarity, not to mention the language barriers that
resettled refugees also face. Refugees have many challenges, barriers, and needs that make
creating a new life and adapting to the US very difficult.
1.2

Significance

Understanding the needs, challenges, and barriers of resettled refugees is significant for
many reasons:
First, there is a humanitarian crisis that affects the entire globe (either directly or
indirectly) due to the enormous amount of forcibly displaced people who are fleeing to find
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safety and reestablish themselves. From the most current data collected by UNCHR in 2015,
there are approximately 65.3 million recorded forcibly displaced people in the world. Only 21.3
million of those forcibly displaced people have been granted refugee status, and only about 1%
of forcibly displaced people are ever formally resettled into a new country to call home
(UNHCR, Figures, 2015).
Second, there are rising tensions between nations in the world, and our own country has
had a rise in political tensions regarding refugee resettlement and immigration in general. This
research can shine a light on these current issues, and possibly offer clarity on some of the
complexities and misunderstandings of refugee resettlement.
Third, with resettling to a new country, particularly in the United States, there is a list of
tasks that refugees must complete to become self-sufficient. With these tasks come challenges
due to language, cultural, or religious barriers. To help address some of these barriers and to
guide new Americans to become self-sufficient, we must first better understand the challenges
families and communities face. This master’s research study seeks to use co-designing
workshops to better understand some of the challenges that resettled refugees in Indianapolis
face when accessing healthcare, identify how technology can be used in addressing some of
those challenges, and explore a solution for helping to address one of their challenges.
1.3

Scope

This master’s research study will specifically be focusing on the needs, challenges, and
barriers of accessing healthcare for refugees resettling to the United States, and even more
specifically, to Indianapolis, Indiana. Since at least the mid-1970s, every year hundreds of
refugees arrive to Indiana to make a new life (UNHCR, Figures, 2015). There are only three
refugee resettlement agencies in Indiana: one in Fort Wayne, and two in Indianapolis (Office of
Refugee Resettlement, 2015). Indianapolis is in Marion County, where 86% of resettled refugees
arrived to in 2014 (UNHCR, Figures, 2015).
Focusing specifically on resettled refugees in Indianapolis makes my research more
feasible to complete as I have relationships with the two resettlement agencies, several social
workers, community leaders, and refugee communities there that can be leveraged. These
relationships were built during a year-long service role with AmeriCorps in the Immigrant and
Refugee Service Corps program before I started graduate school. The relationships can facilitate
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better access to potential research participants, as well as a higher chance of being referred to
others in the community if using the snowball sampling method. The communities in
Indianapolis face so many challenges and documenting some of them may help provide insights
to others on how to best address the needs. It can be very difficult to research with refugee
groups as there are often many language and cultural barriers, and it can take a while to build
trust and rapport with communities and community service providers. Additionally, the
proximity of Indianapolis to Lafayette allows for feasible traveling to conduct research in person
with participants.
1.4

Definitions

1.4.1

Refugee(s)

A “refugee” is a forcibly displaced person who has been granted refugee status. The United
States’ Immigration and Nationality ACT of 1952 defines a refugee in section 101(a)(42) as “any
person who is outside any country of such person's nationality or, in the case of a person having
no nationality, is outside any country in which such person last habitually resided, and who is
unable or unwilling to return to, and is unable or unwilling to avail himself or herself of the
protection of, that country because of persecution or a well-founded fear of persecution on account
of race, religion, nationality, membership in a particular social group, or political opinion, or in
such circumstances as the President after appropriate consultation (as defined in section 207(e) of
this Act) may specify, any person who is within the country of such person's nationality or, in the
case of a person having no nationality, within the country in which such person is habitually
residing, and who is persecuted or who has a well-founded fear of persecution on account of race,
religion, nationality, membership in a particular social group, or political opinion.”
In short, according to US law, as published on the U.S. Citizenship and Immigration Services
Website, a refugee is a forcibly displaced person who:


“Is located outside of the United States



Is of special humanitarian concern to the United States



Demonstrates that they were persecuted or fear persecution due to race, religion,
nationality, political opinion, or membership in a social group



Is not firmly resettled in another country
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Is admissible to the United States” (USCIS, 2017, para. 1).
1.4.2

Refugee status

In the United States, refugee status can only be granted to forcibly displaced people who
meet the requirement for while outside of the United States (USCIS, 2015). Refugee status grants
certain protections that forcibly displaced people without the status do not receive. The USCIS
offers a simplified definition for refugee status as “a form of protection that may be granted to
people who meet the definition of refugee and who are of special humanitarian concern to the
United States.” (para. 2).
1.4.3

Resettled refugee(s)

When “resettled refugee” is used in this paper, it is referring to a refugee who has been
resettled in the US. According to the UNHCR, a resettled refugee is someone who has been
transferred “…from an asylum country [the country a person initially fled to] to another State
that has agreed to admit them and ultimately grant them permanent settlement” (2016, para. 2).
1.4.4

Asylum seeker

“Asylum seekers say they are refugees and have fled their homes as refugees do, but their
claim to refugee status is not yet definitively evaluated in the country to which they fled.”
(United Nations, n.d., para. 1)
1.4.5

Internally displaced person

“People who have not crossed an international border but have moved to a different
region than the one they call home within their own country.”
(United Nations, n.d., para. 1)
1.4.6

Stateless person

“Stateless persons do not have a recognized nationality and do not belong to any country.
Statelessness situations are usually caused by discrimination against certain groups. Their lack of
identification — a citizenship certificate — can exclude them from access to important
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government services, including health care, education or employment.” (United Nations, n.d.,
para. 1)
1.4.7

Returnee

“Returnees are former refugees who return to their own countries or regions of origin
after time in exile. Returnees need continuous support and reintegration assistance to ensure that
they can rebuild their lives at home.” (United Nations, n.d., para. 1)
1.4.8

UNHCR

United Nations High Commissioner on Relief
1.4.9

USCIS

United States Citizenships and Immigration Services
1.5

Assumptions

The assumptions for this master’s research study include:


This study assumes that all responses were provided openly and honestly. If someone’s
responses were untruthful or did not accurately reflect their experience, there is no way of
knowing for certain or to detect that.



This study assumes that participant responses were not affected by the researcher. While
the researcher took many precautions to be mindful of cultural differences and barriers to
build a comfortable environment for interviewing, sharing, and usability testing, there is
no way of knowing for certain if the participants adjusted their answers to reflect what
they thought the researcher wanted or expected.



Adding the investigation of values and morals to designing technology will increase the
effectiveness of resettled refugees’ experience with the technology.



Including resettled refugees and all stakeholders in the design process will improve the
design and effectiveness of technology in meeting the users’ and stakeholders’ needs and
addressing their challenges.



Giving voice to users is important.
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Resettled refugee communities will benefit from having a tool to assist in their learning
and process of adapting to the U.S.



Service providers and helpers will benefit from a tool that aids them in addressing the
many challenges and needs of resettled refugee families and individuals.



This study does not assume that the challenges, needs, barriers, and values of families
stay the same over time, nor that the laws and bureaucracies that affect resettled refugees
remain the same over time.



This study does not assume that the insights discovered in this study represent the same
exact experiences and beliefs of all refugees within the same cultural or religious group in
other neighborhoods and states in the US, nor do they represent the same exact
experiences of refugees resettled to countries outside the US.
1.6

Limitations

The limitations for this master’s research study include:


Only resettled refugees from Indianapolis, Indiana were included in this study. While
challenges, values, belief, and needs of resettled refugees in other cities, states, and
countries may be similar, the ones discovered in this study do not reflect those of other
communities.



Only resettled refugees who have English speaking abilities or with free and easy access
to interpreters were included in this study. The researcher only speaks English, so to
communicate with participants, there needs to be readily available interpreters or they
need to speak English well enough to express themselves and their challenges.



Only helpers and service providers of resettled refugees whom the researcher had former
relationships with or people her network reached out to share the study with in
Indianapolis were contacted. Due to the large number of volunteers, social workers, and
service providers, and the large amount of work they face, it can be difficult to get in
communication with stakeholders outside of one’s network. It would also be difficult to
analyze the large amount of data that would be collected if every service provider or
helper provided input.
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Only resettled refugees who have active relationships with service providers and/or
helpers in Indianapolis, and that the service providers/helpers perceived as someone who “might
be willing to participate” were reached out to. It is possible that other willing participants were
unable to find out about the study and participate.
1.7

Delimitations

The delimitations for this master’s research study include:


This study does not examine challenges, needs, beliefs, or values of resettled refugees in
other cities, states, or countries. However, the experiences revealed in this study may be
shared experiences that refugees in other cities, states, and countries also experience.



This study does not examine the challenges, needs, beliefs, or values of refugees before
they arrive to the United States or during their journey when they initially fled from their
home countries.



This study does not examine every religion, every ethnic group, every nationality, nor
someone from each language group represented in the resettled refugee population in
Indianapolis. For context, Indianapolis has 120 nationalities represented from both
refugee resettlement and other forms of immigration, and at least 46 different languages
represented (Immigrant Welcome Center, 2017). Some languages are not in written form,
which would make it difficult to communicate and find interpreters for.



This study does not produce a fully-functioning and market-ready digital solution to
address the challenges revealed in the study due to time constraints.



Some root problems were not addressed due to the nature of laws, systems, and politics
that prohibit some challenges from changing unless those are changed. For example, the
health insurance options available to low-income families and the gaps that exist between
healthcare coverage options for families who do not qualify for existing health insurance
options are items the researcher cannot change and are therefore root issues outside of the
researcher’s control. The researcher can, however, help participants navigate and
understand existing systems.



Due to time, this study will not monitor the changes in values, beliefs, challenges, and
needs over time for any given community. As people adapt more, as policies change,
these may change.
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Due to time, resource, and location restraints, this study does not evaluate how long the
proposed solution will be used by families or individuals over time.
1.8

Summary

The purpose of this chapter is to introduce the necessary background information about
this master’s research study. This chapter discussed the statement of the problem, the problem’s
significance and scope, and the study’s definitions, assumptions, limitations, and delimitations.
This study seeks to understand the needs, challenges, and barriers of resettled refugees in
Indianapolis, Indiana when accessing healthcare resources and services.
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CHAPTER 2. REVIEW OF LITERATURE

2.1

History and Statistics of Refugee Resettlement

Refugees have been resettling to other countries for decades. With so many persons
forcibly displaced around the world, with rising tensions between opposing views on the issue of
refugee resettlement and immigration, and with the complexities related to this issue, it is
important to gain insight on the matter, and a timely issue to explore.
2.1.1 Forcibly Displaced People
Within the next 60 seconds, twenty people will be forced to flee their homes due to war,
persecution, conflict, violence, or human rights violations (UNHCR, 2017). That is 28,300
people forcibly displaced every single day. The United Nations (“UN”) has distinguished and
defined a forcibly displaced person includes anyone who meets the definition of a refugee,
asylum seeker, internally displaced person, stateless person, or returnee (n.d.). For definitions of
a refugee, asylum seeker, etc., please see the Definitions section of this paper in Chapter 1. The
most current statistics for the number of forcibly displaced people in the world, published by the
United Nations High Commissioner for Refugees (UNHCR) on June 19, 2017, is 65.6 million
people. See Figure 2.1 (on the next page) for more statistics on the number of displaced people
in the world by year.
In 2005, it was recorded that 37.5 million people were forcibly displaced, which means
that in a matter of only 11 years, the total has nearly doubled (UNHCR, 2015, Worldwide…).
And, in a matter of only one year between 2014 and 2015, 5.8 million people were forcibly
displaced globally (UNHCR, 2017). The recorded total number of forcibly displaced people has
grown each year since 2005 (apart from 2008 and 2011, where the number decreased by 700,000
and 1.2 million persons respectively) (UNHCR, 2015, Worldwide…). [Note: The totals that are
recorded and published each year by UNHCR about forcibly displaced people often reflect the
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Figure 2.1 Trends of global displacement and proportion of people displaced
from 1997–2016 © (UNHCR, 2017).
previous fiscal year. For example, the data published in 2016 showed totals from FY 2015.] The
most significant growth in the number of forcibly displaced people worldwide was concentrated
between 2012 and 2015, the same time of the Syrian conflict, Iraq and Yemen conflict, and the
conflicts happening in sub-Saharan African countries (UNHCR, 2017). As conflicts in the world
arise and grow, so do the number of people forced to flee their homes for safety.
2.1.2

Refugees and Refugee Resettlement Around the World

A refugee is a person who has been able to prove that they meet the definition of a
refugee, applied for refugee status, passed all security screenings, and henceforth granted refugee
status (United Nations, n.d.). According to the Global Trends 2016 report put out by UNHCR,
out of the 65.6 million forcibly displaced people in the world, 22.5 million have refugee status,
and over half of them are under 18 years old. Over half of the 22.5 million refugees have come
from only three countries: Syrian Arab Republic, Afghanistan, and South Sudan (2017). Last
year, over half of the population of Syria lived internally or externally displaced and Colombia
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had the second largest amount of forcibly displaced people (7.7 million), mostly internally
displaced (p. 6). See Figure 2.2 for further details and visualizations of this data.

Figure 2.2 2016 Figures at a Glance: Displaced People and Refugees Worldwide.
Due to the severity and enormity of this humanitarian crisis, many countries have
willingly accepted displaced people temporarily or permanently. Many of the countries closer to
the ones in conflict have hosted significantly higher numbers of people for resettlement due to
the availability to travel quicker, and at times easier, to those countries than countries across the
Atlantic or Pacific Oceans. For example, last year Lebanon hosted the “largest number of
refugees relative to its national population, where 1 in 6 people was a refugee. Jordan (1 in 11)
and Turkey (1 in 28) ranked second and third, respectively.” (UNHCR, 2017, p. 3). For the last
three years, Turkey has hosted the largest number of refugees overall, with 2.9 million. Only
16% of displaced people are hosted in the Americas, and over half of the total population of
displaced people are being hosted in countries in both Africa and the Middle East
(UNHCR, 2017).
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2.1.3

Refugee Resettlement in the United States

The United States has been resettling refugees for many decades. After World War II, the
U.S. admitted over 250,000 displaced Europeans who could not return to their home. Afterwards,
the U.S. passed the first piece of legislation in regard to refugees. The Displaced Persons Act of
1948 provided for the resettlement of an additional 400,000 Europeans (Refugee Council USA,
2017). The US continued to resettled refugees from Southeast Asia, the former Soviet Union,
Cuba, Communist regimes (Hungary, Poland, Yugoslavia, Korea, and China), and more for
many decades. By 1980, the Refugee Act of 1980 was passed, which created the Federal Refugee
Resettlement Program and the U.S.’s current national standard for screening and admission of
refugees (Krogstad & Radford, 2017). Today, the screening and admissions process can take up
to 18 to 24 months. Each year, the U.S. President sets the annual ceiling of the total number of
refugees allowed to enter the U.S. from around the world, and with the approval of Congress and
federal agencies, prioritizes and designates nationalities for resettlement (Bureau of Population,
Refugees, and Migration, n.d.).
An annual refugee admittance ceiling of roughly 70,000 refugees was set from 2013–
2015. The proposed ceiling for 2016 was 85,000 refugee admissions (United States Department
of State, 2016), with an actual total of 84,995 people resettled (Zong & Batalova, 2017). The
Obama Administration set a goal of 110,000 refugees to be resettled for 2017, but that number
was modified after the transition of power to the Trump Administration, who lowered the
number to 50,000 refugees and froze refugee resettlement for 120 days while they assess the
vetting process for admissions. This executive order was blocked by judges and lawyers in the
US and there has since been a volley between executive orders blocking travel from specific
countries and freezing refugee resettlement, and federal appeals that modify or block those
orders. Throughout these volleys of modifications, the ceiling for 2017 remained at 50,000
refugees. That 50,000-person ceiling has already been reached (Domonoske, 2017), and 60,000
people previously approved for resettlement do not know if they will be able to come to the US
later or not, nor if they will have an alternative place to resettle to.
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2.2

What Research has been Conducted on Refugees?

Six researchers in the field of HCI, Talhouk, Ahmed, Wulf, Crivallaro, Vlachokyriakos,
and Olivier, collaboratively began a discussion at CHI 2016 in San Diego, CA about the role that
HCI can play in addressing the refugee crisis happening in the world in their (2016). The authors
argue that the refugee crisis “provides an opportune window for technology to play a role in the
betterment of refugee populations” (p. 1073). My views align quite closely with the views of the
authors in this paper. The authors identified three major areas of challenges for refugees based on
the experiences of the authors: Access to healthcare, education, and employment, journeying to
safety, and integrating with host communities. The authors wrote from the perspective of
themselves, and shared challenges of both displaced people, refugees, and resettled refugees. The
body of work done in Human Computer Interaction (HCI) on refugees is small, but has been
growing as each year more studies are added to it. Research in social work and health and human
sciences have larger bodies of research conducted with refugees, and has been around for longer
than HCI studies with refugees.
2.2.1

ICTs, Wayfaring, and Refugee Youth

A prominent researcher in HCI and refugee studies is Karen Fisher, a professor at the
Information School in the University of Washington. Fisher has studied a plethora of topics
related to ICTs, youth, refugees, and immigrants. Fisher’s work has growingly focused on
refugees in Za’atari Refugee Camp in Jordan, which she states is her top priority work
(University of Washington, 2017).
Fisher has also conducted several workshops with youth in the Seattle, US metropolitan
area (Bishop & Fisher, 2015). Through these workshops, Fisher and her research team developed
“Teen Design Days”, a series of workshops that utilize design thinking and cultural probes.
These Teen Design Days are described by Fisher as being an appropriate option when working
with refugee populations due to the following principles they are designed around: “(1) The
workshops are short and guided by participants’ interests and developmental needs; (2) working
in teams helps ease participation barriers and fuels creativity; and (3) the researcher is fully
immersed in the workshops, soliciting insights from aid workers” (Fisher, Yefimova, & Yafi,
2016, p. 27).
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In 2015 Karen Fisher collaborated with Ann Peterson Bishop by exploring
implementation of the Teen Design Days model with refugee and immigrant teens from
Myanmar (Burma) to try to understand their needs and behaviors. Teens from Myanmar have
been filling roles in their families, peer groups, and larger communities as ICT wayfarers, i.e.
information and technology brokers (Fisher, Yefimova, & Yafi, 2016).
The Myanmar teens in the study created skits based on real experiences and tasks they
do: teaching parents how to drive a car, translating for community members at the doctor’s
office, buying public transportation tickets on behalf of their parents so they can travel, making
sure elderly in refugee camps are given enough food, checking information online to make sure
it’s legitimate, translating for parents and teachers at conferences, and helping teachers
understand different cultures (Bishop & Fisher, 2015). As a result of their research, Bishop and
Fisher (2015) derived that:
“Due to their facility learning English, their enrollment in US schools where they learn
American customs, their mobility in neighborhoods and cities, and comparative fluency
with technology, immigrant youth are called upon to help parents and extended family
with medical visits, legal requirements, employment, and other mature, adult situations.
Difficulties can arise, of course, with highly adult or complex situations being interpreted
through the cognitive and emotional lenses of a young person.” (Introduction section,
para. 4).
In 2016, Fisher, Yefimova and Yafi conducted a study that mimicked Bishop and
Fisher’s 2015 Teen Design Day study with immigrant and refugee youth from Myanmar. Fisher,
Yefimova and Yafi’s 2016 study utilized participatory design workshops to learn what
challenges Syrian youth in Za’atari Refugee Camp (in Jordan) face and how they help others
using information and technology. More than 56% of the people in the camp are youth between
the ages of 15–24 years old. Some of the most prominent challenges shared in this paper
included: First, while this camp operates like a city with hospitals, schools, and informal shops
and restaurants, mobility is a challenge due to physical disabilities and due to no public
transportation to help when weather is poor or in areas where roads do not exist. Second, due to
poor mobility, many are unable to attend school consistently. Third, the Za’atari Refugee Camp
is in the desert, which causes constraints due to the climate. The design concepts the youth came
up with were hopeful and optimistic: a tool to “restore nice old memories” (p. 29, para. 3), a
robot to “read [a] child’s mind to keep him/her happy” (p. 30, para. 2) or to “look after babies
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when their mothers are away” (p. 30, para. 2), and a “device that understands users without
instructions” (p. 30, para. 3), to name a few (Fisher, Yefimova, & Yafi, 2016).
Both of these studies are consistent with findings other work Fisher has done (Fisher,
Yefimova, & Bishop, 2016) that reveal that immigrant and refugee youth act as wayfarers with
everyone in their society: parents, friends, siblings, teachers, children, family members, etc. In
schools, they act as “translators and de facto teaching assistants” (Fisher, Yefimova, & Yafi,
2016, p. 32).
2.2.2

Challenges of Refugee Resettlement

Even though a family or individual may be granted refugee status and later resettled, that
does not mean they become free of challenges once they are resettled. Often new challenges and
barriers arise and others continue when trying to adapt to their new country such as learning and
understanding the language, cultures, societal norms, and navigating transportation, medical,
law, and education systems (Talhouk et al., 2016; Catholic Charities & Exodus Refugee, 2016;
Habeeb-Silva, 2016; Exodus Refugee, About us, 2017). While resettlement agencies work to
assist families with their needs for the first three (sometimes six months in special cases) of their
time in the US, families continue to struggle with these challenges beyond the assistance from
the agencies (About us…, ; Habeeb-Silva, 2016) due to the short amount of time given to
families to adjust before expecting to be independent
In a thesis study conducted by Rebecca Joie Habeeb-Silva for a Master’s in Social Work,
she set out to learn about the challenges and experiences of families resettled to the US from
three different countries: Afghanistan, Burma, and Iraq. One of the biggest challenges that
emerged from here research was a feeling of isolation that resettled families experience (2016).
Social isolation was also discovered by Almohamed and Vyas as a theme that affects resettled
refugees and asylum seekers in Australia (2016).
Getting access to healthcare resources and services can also pose many challenges for
resettled refugees. While healthcare access and resources pose many challenges for all
underprivileged communities around the world and in the US, there are additional unique
challenges that refugees face that other underprivileged communities do not face. For example,
healthcare access and systems in other countries are not set up in the same way that healthcare
access and system in the US are set up, so much confusion can arise. Fifty-eight countries offer
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universal healthcare (Struckler, Feigl, Basu, & McKee, 2010), a model the US does not follow,
and some of those countries are ones where refugees have fled from. For families who have
spent time (months to decades) in refugee camps, and for families who are from rural and underdeveloped countries, healthcare also looks quite differently than healthcare access and services in
the US (Unite For Sight, n.d.). These differences can cause cultural barriers in terms of
healthcare access and healthcare system familiarity, not to mention the language barriers that
resettled refugees also face.
2.2.3

Solutions to Challenges of Refugees

2.2.3.1 Digital Solutions
A large handful of web and mobile applications have been developed in recent years
around the world for aiding resettled refugees during their pre-resettlement journey, as they are
being resettled, and after being resettled. Some of those applications are discussed below.
Ankommen and Refuchat are two tools that were developed in Germany to help resettled
refugees. Refuchat is a free mobile app developed by Chili Consult UG to help volunteers,
paramedics, refugees, and others to communicate easier during emergency situations. It is
compatible with both Apple and Android operating systems and supports 14 languages [so far]:
German, English, French, Romanian, Spanish, Russian, Arabic, Farsi, Urdu, Pashto, Dari,
Macedonian, Greek, and Turkish (2017). Refuchat utilizes the API of Google Translate or
integrated ‘text-to-speech’ to allow for “easy translation and reading out of sentences that are
requested most often” (2017). Ankommen is an app made to help accompany refugees in their
first few weeks as they learn German, cultural norms, how to find jobs, and the asylum
proceedings. It is offered in five languages (Bayerischer Rundfunk, 2017).
Gherbtna is an app that was developed by a Syrian refugee to help refugees in Turkey to
navigate the bureaucratic processes and legal systems, language, find apartments, jobs, ask
questions about health, education, and other services (GSMA, n.d.).
A proof of concept for a mobile game, EMP-UP, was developed by Neuenhaus & Aly
(2017) to help address two challenges of Syrian refugees in Hamm, Germany: little to no contact
with local Germans and the feeling that Germans do not want to interact with or accept them into
their society. EMP-UP guides participants in real-life through parts of Hamm, teaching them
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about Syrian culture by leading them to real places in the city that offer glimpses of Syrian’s
culture (smells of ingredients, tastes of food, prayer, etc.) and at the end of the journey,
introduces the player to a real refugee from Syria. The end goal for this game is to help people
from Hamm, Germany build empathy, understanding, and support towards Syrian refugees
resettled in the city (2017). This mobile game concept was published and displayed in the
Human Computer Interaction Across Borders (HCIxB) Symposium, part of the 2017 CHI
Conference on Human Factors in Computing Systems held in Denver, Colorado.
RefAid is an app that was developed by Trellyz in collaboration with some of the largest
refugee aid organizations in the world: Doctors of the World, Doctors without Borders, Save the
Children, Caritas, the Salvation Army, and the Red Cross (Refugee Aid App, n.d.). It acts as a
geo-location database of services that exist for refugees, and is offered in three languages. It was
dreamt up and designed over a weekend in 2016 by Shelley Taylor (and her team), a tech guru
with extensive work with larger companies in the tech industry like AOL, Cisco, Microsoft, and
Yahoo (Petronzio, 2017). The app was originally designed and developed to help those in
countries outside of North America. However, efforts have recently been made to bring it to the
US. It should be noted that the idea and development for RefAid came one year after the initial
design idea for this thesis, which was initially proposed in February of 2015 and initial concepts
were published in June 2015 on OpenIDEO (Liz, 2015).
There are many more apps developed and being designed in Germany and across Europe.
Few, if any, apps exist in the US to help resettled refugees. This may be due to development
being focus in the regions where the largest numbers of people are fleeing and being hosted: in
European, Asian, and African countries and refugee camps. Though, some apps available in the
US and around the world, like Facebook, WhatsApp, and Twitter, that were not designed with
the purpose of aiding refugees, are quite popular and useful for refugees to connect with one
another and to share information and resources (Bryant, 2016; Yafi & Said, 2017).
2.2.3.2 Non-digital Solutions
In addition to apps, non-digital resources have been developed to help refugees, and this
example comes from the US. Andria Spivack (from Carnegie Mellon University) partnered with
a resettlement agency in Pittsburg to create visual guides for resettled refugees as her senior
design project. She transparently describes her process and methodology on her project blog on
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Tumblr. Spivack designed visual illustration guides that refugees can use to help them better
understand grocery shopping at a local market, how to use a local ATM machine, and how to use
the bus. There is very little text, and mostly visual illustrations. Spivack (2015) argues that due
to the minimal English and many photographs, the guides can be used by anyone.
To address families needing help after their 90 day resettlement period, some
resettlement agencies offer programs that families can still access, for example, Exodus Refugee
(one of the two resettlement agencies in Indianapolis, the other is Catholic Charities) offers 18
week Language, Cultural Orientation, and Readiness for Employment classes that extend beyond
the 90 day period (Exodus Refugee, Language training…, 2017).
2.2.4

Limitations to Research Conducted with Refugees

More work needs to be done in the field of HCI to assist vulnerable populations like
refugees. Many researchers are doing work advocating for technology to be used to assist
refugees and immigrants and laying foundations to inform how technology can be used with
these populations, but little work is being done developing such tools. Both are important areas,
and the earlier informs the latter. How can we develop and implement technology with refugees
and their service providers to start addressing challenges they face in the US?

19

CHAPTER 3. METHODOLOGY

This research is qualitative and consists of two different types of participants in
Indianapolis, Indiana from which data was collected: resettled refugees and social service
providers. I conducted several pilot studies throughout the two and a half years of pursuing my
master’s degree. These pilot studies helped inform and refocus the main study of this paper. The
pilot studies allowed me to gain insight on needs and challenges of refugees in Indianapolis, the
needs and challenges of service providers who seek to aid refugee needs, how to implement
research techniques that I had little to no experience implementing, and how and where these
methods are successful and unsuccessful when working cross-culturally and with vulnerable
populations. The pilot studies are described below, followed by the main study.
3.1

Pilot Study 1: Exploratory Interviews

Pilot Study 1 (“PS1”) involved two unstructured qualitative interviews conducted in
Indianapolis, Indiana. There were two participants, both were contacts I had from previous
collaborations during my AmeriCorps service the year before starting graduate school.
3.1.1

Goal

PS1 served to fulfill several initial research goals:
1. To reconnect with contacts I gained from my previous AmeriCorps service
2. To see if there were any possibilities for collaborating with the contacts or their
organizations for my thesis study
3. To share my thesis topic ideas to get feedback on cultural appropriateness
4. To find out if there were any new challenges refugees are facing or any challenges
recently alleviated from resettled refugees.
3.1.2 Participant Recruitment
Both interviews were initiated by making a telephone call to both participants to request
to meet to discuss my thesis topic and how I might gain insights from their expertise and
knowledge working with refugees.
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3.1.3

Sampling Procedure

The sampling procedure for PS1 was a convenience sample of community leaders and
service providers of resettled refugees. Since this was my first pilot study attempting to gain
insights and discover how to begin my research and to understand if it is still relevant, recruiting
participants I had already established rapport with was the most feasible route. Any contact who
responded to my phone call and agreed to meet was who I decided to interview.
3.1.4

Data Collection

The first interview was conducted on site at Exodus Refugee (one of two refugee
resettlement agencies in Indianapolis), the place of employment of the first participant. The
interview location was about a 1hr 15min drive one-way and lasted about 1 hr.
The second interview was conducted over the telephone with a leader (who also happens
to be a formerly resettled refugee) of the Burmese Community Center for Education (“BCCE”)
in the Nora neighborhood on the northside of Indianapolis. [Note: The BCCE ended its
operations about halfway through my graduate schooling, and no longer exists as an
organization.] This interview also lasted approximately 1hr.
These interviews were not recorded so that participants felt comfortable sharing their true
thoughts and experiences. The interviews were unstructured to allow for a natural flow of
conversation, which enabled me to strengthen the rapport I had previously established with these
two participants.
Data was gathered through handwritten interview notes taken during the interviews and
researcher reflections written after the interviews.
3.1.5

Data Analysis

Notes and reflections written during the interviews were read through and used to create a
researcher memo that summarized the findings of both interviews. I looked for patterns that
emerged in the memo and used that to guide my next steps in the research process.
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3.1.6

Results

The first interview revealed that there have not been any significant changes in the
challenges that resettled refugees face when adjusting to the US or to the challenges non-profits
face when trying to serve and assist them in their adjustment. Language, housing, education,
transportation, culture, healthcare access, jobs, laws, and more, continue to create ongoing
challenges for refugee families, making it difficult for them to adjust to the US and become selfsustaining and well established. Not having enough funding, time, or enough employees
continues to be challenges that service providers face when trying to meet the needs of hundreds
of families. The interviewee suggested focusing on “one area of need, addressing it really well
and thoroughly, then presenting back to organizations in Indianapolis to get them on board” to
try any successful solutions or research methods in other categories of need, too.
The second interview revealed some specific challenges that the Karen and Karenni
minority groups from Burma/Myanmar are facing in the Nora neighborhood on the North Side of
Indianapolis. The BCCE serves all people from Burma/Myanmar, though they mainly serve and
assist families of Karen and Karenni minority groups from Burma as this office was located
within their neighborhood and inside their church building. The specific challenges families were
facing are:
1. Not being able to speak English to ask for help, help themselves, or adequately go
about their day-to-day lives
2. Not being good at/having no experience using the internet and computers.
3. Not have a personal/family computer
4. Not having health insurance (for the adults) or having only a few family members
with health insurance
5. Not having personal transportation and having limited public transportation
options available.
After hearing challenges that were very specific from the BCCE leader, I began to
wonder if other community centers or social service organizations would also have more
specific, narrowed down issues they are seeing families facing. Are all service providers in
agreement of what challenges people are facing? Are there categories of challenges not
accounted for? Are some challenges specific to certain ethnic communities or certain
neighborhoods? Would refugees and service providers agree on what the challenges of refugee
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communities are? Do refugees have different perceptions of what their most challenging needs
are compared to what service providers think they are? These questions and more began to
shape the rest of the pilot studies and the main study that will be discussed in the following
sections of this paper. The leader of the BCCE agreed to be contacted in order to ensure cultural
appropriateness of research plans and questions for any future studies I conduct with people
within their community.
3.2

Pilot Study 2: Service Provider Perceptions

To begin answering some of the questions that arose from the interviews conducted in
PS1, I decided to conduct a larger pilot study. The participants for Pilot Study 2 (“PS2”) were
service providers of refugees. PS2 investigated how several service providers perceive the needs
of refugees in Indianapolis, and sought to find out if there are very specific issues that can be
identified.
3.2.1

Goal

The goal of this research was to begin to answer questions that arose from the first pilot
study. What are the perceptions of service providers as to the challenges and needs of resettled
refugees? What rich data can be gained about specific, narrowed-down challenges? Do service
providers of different specialties or who primarily serve a specific population of refugees see
different needs and challenges of communities?
3.2.2

Participant Recruitment

An email was sent to the Marion Country Refugee Health Forum (“RHF”) inviting The
RHF is comprised of refugee resettlement workers, nurses, doctors, insurance representatives,
healthcare workers, family service workers, community center leaders, volunteers, and more,
who meet about once a quarter to share and discuss challenges (with the hope of finding
solutions together) they see refugee families face in Marion County, Indiana.
Recipients of the email were invited to forward the email on to anyone within their
network who also serves or works with resettled refugees in Indianapolis and might be interested
in participating.
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3.2.3

Sampling Procedure

The online survey was emailed to potential participants based on criterion and snowball
sampling. Criterion sampling is a strategy used when potential participants for a study must meet
certain criteria in order to participate in the study (Patton, 2002). For PS2, participants needed to:
1. Be a service provider. PS2 recognizes service provides as workers or volunteers who
provide services and help to families in need through an organization. Services can be
related to healthcare, social services, household goods, financial, spirituality,
transportation, mental and emotional well-being, navigating systems and processes in the
US, tutoring, mentoring, education, setting up housing, finding employment, etc.
2. Serve resettled refugees residing in Indianapolis.
3. Provide their services in Indianapolis, Indiana.Any person who provides a service to
resettled refugees in Indianapolis would qualify for the survey and follow-up interview.
Snowball sampling is a strategy where the researcher first identifies several people with
characteristics similar to the study, then interviewing them or giving them a survey to complete.
The participants are then asked to connect the researcher with others they know who have similar
characteristics as them (Berg, 2012, p.52). This sampling strategy helps facilitate a pool of
participants thanks to the referral of one or more initial participants. In PS2, the researcher
requested permission from the Marion County Refugee Health Forum to email its list-serv of
members, inviting them to participate in an online survey. The email also invited them to share
the survey link or forward the email on to anyone else in their network. Considering the
limitations and delimitations of PS2, this sampling method was most feasible. Casting a wide net
increased the chances of the survey being sent to other service providers in each of the RHF
members’ personal and professional network.
3.2.4

Data Collection

I collected initial data for PS2 by acting as a participant observer in RHF meetings. I took
handwritten notes during the meetings and received emails of meeting minutes that the meeting
organizer took. These observations and notes helped inform questions and topics to focus on for
the main data collection of PS2. PS2 had two parts: an open-ended online survey and a follow-up
semi-structured interview.

24
3.2.4.1 Open-ended Surveys
Open-ended surveys enable respondents to provide rich insights, which can be very
helpful if the participants are unable to meet for a follow-up interview. Open-ended responses
could also better inform the types of questions and response options to provide in any future
surveys (Pew Research, n.d.). The survey was made in Google Forms and had 8 main questions
(See Appendix A), some with sub-questions. The online survey was emailed to the RHF. The last
question of the survey asked respondents if they are interested in being interviewed for the
researcher to gain more specific insights, to please leave their contact information and the best
way to reach them.
I did not collect demographic data about age, gender, or ethnicity for the service
providers as this data is not essential to answer my research questions nor to conduct this
master’s research study further. Instead, what I did collect was a general field of expertise the
respondents work/serve in, and what types of services and resources the participants do and do
not provide to resettled refugees. These are important factors that influence the type of
experience and perceptions of needs, challenges, and barriers of resettled refugees that the
service providers see.
3.2.4.2 Unstructured Interviews
Respondents of the online survey who indicated they were willing to speak with me
further were contacted via telephone and email to set up the time for an interview. The
interviews were unstructured, audio recorded in Audacity, and paired with handwritten notes. A
general list was made before each interview to remind me of possible talking points and topics to
bring up with the participant based on their survey responses and topics that emerged from
interviewing other participants.
According to Berg 2012, an unstructured interview (which he refers to as
“unstandardized”) assumes that the researcher cannot know what questions to ask in advance,
nor can they guarantee that their subjects will have equal vocabulary, nor equal meanings for
shared vocabulary. An unstructured interview “encourages and pursues” the differences of the
interviewees by developing, generating, and adapting questions and their follow-ups based on
each interviewee, interview responses, and interview situations, as appropriate according to the
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main purpose of the investigation (Berg, p.111). And, as Maxwell (2012) puts it, less structured
research methods “allow you to focus on the particular phenomena being studied, which may
differ between individuals or settings and require individually tailored methods” (p. 88).
The unstructured interviews would ideally take place in person in the interviewee’s
familiar surroundings (ethnographic interview) or a public, neutral location. An ethnographic
interview is most ideal as the familiar surroundings may remind the participants of their day-today routines, work flows, collaborations, challenges, etc. (Kantner, Sova & Rosenbaum, 2003).
However, due to conflicts in schedules and the sensitive nature of the healthcare work
environments for interviewees, all interviews were conducted via telephone.
3.2.5

Data Analysis

The audio recording from the interview was transcribed. The transcription and the survey
results were then analyzed together using thematic analysis to search for themes and patterns by
looking at common or key words or phrases in the data. Once these key words emerged, they
were grouped together, following the guidelines of thematic analysis. Thematic Analysis is
defined by Braun & Clarke (2006) as “a method for identifying, analyzing, and reporting patterns
(themes) within data.” There are six phases to conducting a thematic analysis, see Table 3.1.
These six steps were followed to analyze the data. Three major categories of service
provider observations emerged during data analysis:
1. Service Provider Perceptions of Challenges Refugees Face
2. Challenges Service Providers Face
3. Service Provider Dreams for Solutions
Table 3.1 The six phases of a thematic analysis. (Braun & Clarke, 2006, Table 1, p. 87).
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These observation categories and descriptions of each category that emerged were
summarized and sent to participants to confirm or deny if they accurately captured their
experiences and knowledge. Participants confirmed the findings, which will be discussed in
further detail in the next section.
3.2.6

Results

There were 74 potential participants, of which 9 participated. Of those 9 participants, 6
agreed to a follow-up interview. Only one person followed through with the interview. The
interview was conducted by telephone and lasted approximately 1 hour. This interview was
conducted via telephone instead of in-person because the participant works in a hospital and
getting appropriate approval for me to interview on-site and trying to coordinate schedules would
be very difficult. The participant thought a telephone interview while at work would be the best
route. The telephone interview lasted about 1 hour.
3.2.6.1 Service Provider Perceptions of Challenges Refugees Face
This category encompassed any response from participants that referenced their
perception of a challenge, barrier, or need that resettled refugees face in their daily lives that
affects their ability to receive services from participants or that affects participants’ abilities in
providing services to them. Three sub-categories emerged from the “service provider perceptions
of challenges refugees face”: language, cultural differences, and time.
In regards to language, participants expressed that very few, if any, ESL classes are
available for resettled parents when they are not at work. Most of them are offered while they are
at work. Another participant expressed that resettled refugees “need more material in their
language”. A unique statement about a language issue that only one participant referenced in any
of the response sections was that “Getting taxis to/from appointments especially since they are
supposed to make their own calls.” While this statement may seem like the issue is
transportation, which it is, I would argue that the root of the issue appears to be language
barriers. Many refugees do not speak English fluently and taxi services may not [and according
to this statement, they appear to not] be equipped to book services over the phone or online for
people who do not speak or understand English or Spanish. According to the Immigrant
Welcome Center of Indianapolis, there are over 90 languages spoken in Indianapolis (2014).
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Transportation via taxi services may still be difficult even if English were spoken, perhaps due to
finances, cell phone reception, or other reasons, which would require further investigation to
discover. Based on the participant’s response, it appears that they think it is due to language
barriers. One might argue that the respondent could have been referencing that it is impossible to
call because there is lack of telephone access, however, the same person who made this
statement later said that they often see refugees using their phones to seek help, indicating that
language barrier is a more likely scenario.
When it comes to cultural differences, a unique response that has not risen out of any of
my previous research or literature, is “Families don’t know to use 911…”, and the same
participant later expressed that families “don’t understand to call pharmacy for med refills-even
when told, etc.”. These may be services that were not available in the countries families resettled
from, nor in refugee camps, which would certainly make this a cultural barrier to understand.
One response that inspired this sub-theme was a participant describing challenges they have
witnessed refugees have, and challenges to the organization from which they provide services to
refugees: “Understanding how our healthcare system works, the processes of insurances
coverage, medications, when to call the physician or when to be seen at the office.” Another
participant echoed this notion by sharing that “We make referrals to specialists and sometimes
they don’t show up because they don’t understand they need to go somewhere else for care.”
The last sub-theme of time can be summarized in one statement made by a participant:
“Refugees need more time on the resettlement program in order to be fully served and better
equipped to live on their own.” What this participant is referencing as the “resettlement
program”, is the time period that families are working intensively with resettlement agencies.
This is from the day they first arrive thru 90 days after (Exodus Refugee, 2017). After this time
period, most resettled families are on their own to adapt to the US, and if they need help, they
will need to seek it from other places outside of the resettlement agencies. Some resettlement
agencies offer programs that families can still access outside of the 90 day period, for example,
Exodus Refugee (one of the two resettlement agencies in Indianapolis, the other is Catholic
Charities) offers 18 week Language, Cultural Orientation, and Readiness for Employment
classes that extend beyond the 90 day period (2017).
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3.2.6.2 Challenges Service Providers Face
This category represents any responses that referenced challenges, barriers, or needs of
participants, their workplace, or larger environment that affects their ability to provide service to
resettled refugees. From it, three sub-categories were gathered: language, training and
information sharing, and support from employer.
For language, many respondents talked about how their workplaces needed to offer
“more tools in the languages of the refugees”, and offer more languages for those tools. More
specifically, for those who work at places that use language line interpreting services to aid
patients and service providers with communication, they said those lines needed to offer more
languages. Other respondents said their workplace needed more interpreters. Few healthcare
organizations have staff who fluently speak one of the languages that resettled refugees speak,
and if they do, that staff member is often booked with helping so many patients.
In terms of support from employer, a wide variety of responses were given that expressed
a need for more support from their employers and other organizations serving refugees.
Participants expressed that there is not enough staff or monetary resources to provide some of the
services and collaborations that might be beneficial to both resettled refugees and to service
providers to help them do their jobs. Their places of employment have not provided employees
with proper training and support to understand how to best serve refugee populations and how to
be sensitive to unique needs and challenges they may have. This sub-category can be best
encompassed by the following quotes that participants shared about what is needed in order to
help better serve refugees:
“I feel there just needs to be more education for us when taking care of them”
“more funds”
“buy-in from leaders”
“more staff in the settling agencies”
“Not given the information [to help refugees] in the first place”
As the quotes below show, it is evident that participants feel there is not an adequate
amount of training and information sharing for service providers on how to work with refugees,
on how to overcome barriers, on what resources are available to refugees, and how to help
refugees overall.
“Better communication and collaboration between agencies serving refugees”
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“More information, more support, more seminars, info on helpful resources
that are available to refugees.”
“[There is a] Lack of knowledge in working with refugees”
3.2.6.3 Service Provider Dreams for Solutions
The last major category that arose was a pool of responses that reflected desires and ideas
for solutions that service providers think would help them better serve refugees and help them
better alleviate challenges refugees face. There were three specific types of solutions that were
expressed:
1. Seminars: “More information, more support, more seminars, info on helpful
resources that are available to refugees.” This is both seminars for service providers
to attend to learn more about how to help refugees, as well as seminars service
providers want to offer to refugees to help refugees better learn about topics and
services that would be important to learn about.
2. Printed guides or handouts: “A guideline as to how the refugees are oriented to their
home and a list of the resources that they can go to when they need help.” “If we are
able to find information in the language of refugees we will hand that out as
appropriate.” Service providers want something they can physically give to refugee
patients and clients to help refugees better understand what the service providers are
trying to communicate and to inform them about important information.
3. Mentorship: “Maybe a mentor program that works alongside the families, helping
them navigate healthcare systems, grocery stores, food stamp card, etc.” Service
providers see a need for refugee families to have US families befriend and mentor
them with day-to-day tasks that can be very confusing to new families in the US who
do not speak English, who are not familiar with US culture, and who do not know
how to navigate systems and procedures for accessing services in the US.
As evidenced by these responses, there is a wide variety of ideas that service providers
have for possible ways to address the needs and challenges they see resettled refugees facing and
to address challenges service providers face when serving refugees. Some of these ideas can be
implemented and may be helpful to have in place. What needs to be researched further, is
understanding what resettled refugees think would be helpful to them, and finding out what
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information they think is confusing, and to understand what types of solutions they think would
work for them and their lifestyles. Answers to these questions was sought out in the third pilot
study that is described in the next section.
3.3

Pilot Study 3: Co-Designing Workshops

Now that I gathered a strong understanding of what service providers perceive as the
biggest challenges for refugees, I conducted a pilot study to discover if service providers’
perceptions accurately or fully reflect the experiences and perceptions of refugees as to what
challenges they face. Comparison charts (Table 5.1, 5.2, and 5.3) revealing the perceptions of
both groups can be found on in section 5.1. of Chapter 5.
In order capture refugee perceptions of what their challenges and needs are, I decided to
conduct co-design workshops with resettled refugees as participants to gather data. Co-Design
workshops conducted in groups can help cultivate a more comfortable environment for
participants to discuss, share, learn, and brainstorm together. The activities can help bring out
more detailed information from participants than regular focus group discussions. The group
setting can also make it easier to overcome the language, cultural, and scheduling barriers by
having 1 or 2 interpreters present to translate for multiple people present and by allowing
participants to speak amongst one another and help each other if they misunderstand something.
I worked with two other classmates on pilot study 3 as part of a semester project for a
graduate UXD studio course. None of us had conducted co-design workshops before, so a pilot
study was a safe way to explore putting co-designing into practice to learn what works and does
not work well. We also hoped to discover what challenges exist when implementing codesigning with vulnerable populations and when language and cultural barriers exist. My role in
this research group was to coordinate all communication and plans between us and the BCCE
and to lead in planning and moderating the workshops.
3.3.1

Goal

The goals of PS2 were to discover what the perceptions and challenging experiences are
of refugees themselves, to begin to learn how to design for those challenges, and to learn how to
apply co-designing methods cross-culturally with vulnerable populations.
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3.3.2

Participant Recruitment

A phone call was made to Jerry Htoo, a leader of the Burmese Community Center for
Education (BCCE) to discuss our research and how we can collaborate with the BCCE to recruit
participants and conduct co-designing workshops. Jerry then invited us to come to their Saturday
walk-in hours to host our workshops so we could easily recruit up to 10 participants on the spot
to join us. He also would share a few flyers on our behalf at the BCCE to people who would
come in during the weeks leading up to our workshop. The BCCE has several people who
volunteer and work there, so they could provide interpreters to translate for us during the
workshops. Jerry also agreed to review our research plan and questions to ensure they were
culturally appropriate for his community.
3.3.3

Sampling Procedure

The sampling strategy used for PS3 was both a purposeful sample and a convenience
sample. It was purposeful in that it sampled from a community of people who were resettled as
refugees, who will have many shared experiences with refugees from all over the world. Burg
defines purposeful sampling as identifying subjects who represent a population (2012). The
sampling strategy was also a convenience sample because it relied on available subjects at the
BCCE on the day of the workshops to participate in the study.
3.3.4

Data Collection

In order to identify or confirm perceptions of refugees about the challenges they face,
PS3 was conducted using Co-designing. Co-design workshops are effective to use when
designers need to better “Match the design with their audiences’ perspectives and preferences;
cultivate independence of the community, empowering them, rather than assume they need you
to solve their problems for them; and create a sense of democracy.” (Anic, 2015). Resettled
refugees have unique perspectives and preferences that vary from culture to culture. They have
been disempowered and many have suffered persecution from leaders. Thus, it was important
from an ethical standpoint to utilize co-design activities and methods in our study to ensure our
design decisions were supported by the community we wish to design for and, as much as
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possible, with, and to eliminate risks of disempowerment. The workshops were modified to fit
the population we are focusing on.
Photographs of activities, an audio recording in Audacity, and handwritten notes were
taken of the activities and responses that participants shared during the co-design workshops.
3.3.4.1 Co-Design Workshop 1
3.3.4.1.1 Goals
The overall goal for PS3 was discover what the perceptions and challenging experiences
are of refugees themselves, to begin to learn how to design for those challenges, and to learn how
to apply co-designing methods cross-culturally with vulnerable populations. In order to
accomplish the overarching goal, PS3 had two parts: Co-Design Workshop 1 and Co-Design
Workshop 2. Co-Design Workshop 1 had two parts and therefore, two sets of goals. For the first
part of Workshop1, the goals were to build rapport, learn and information gather:


Learn about the culture, traditions, and values of participants



Learn about things that bring joy and meaning to the lives of our participants



Identify and understand what participants perceive as the needs and challenges
they face in their day to day lives (and later compare these to service providers’
perceptions)

 Search for the root problems behind the challenges participants share
For the second part of Workshop 1, the overarching goal was to take insights we learned
together and use them to co-design a solution together that would help address one or more of
the challenges they identify to us. In order to accomplish this, the sub-goals that combined to
build the overarching goal included:


Understanding what technology and resource access participants have and do
not have



Brainstorming possible ways of resolving challenges the participants bring up



Identifying design requirements for solutions discussed in the workshops

Several planned activities (see “Procedure” below) helped gain the necessary insights to
accomplish our goals.
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3.3.4.1.2 Procedure
The following activities were conducted in co-design workshop #1. These activities took
into account language and cultural barriers. They were designed to be non-threatening, to be
clear and simple, and to be easily translated by volunteer interpreters. For a pool of questions and
follow-up questions that were prepared ahead of time for the moderator to pull from during the
workshop, please see “Appendix B”.
1. Ice Breaker. We shared a little about ourselves and showed photos of our
families.
2. Introduction. We explained the focus of our research, the workshop agenda, and
requested consent to record audio.
3. Learning about Culture. “Describe celebrations in your culture and why you
enjoy them.”
4. Drawing Happiness. “Draw things that make you feel happy or are meaningful to
you.”
5. Selecting Colors. “Select the colors you like” from bundles of 10 colors. (We
asked this for insight on color preferences.)
6. Identifying & Ranking Challenges. “What is challenging for you living in Indiana
and why? Place a post-it note beside two challenges you think are the most
important to be resolved.”
7. Accessing Resources. “What access do you have to resources addressing these
challenges? What access do you have to technology?”
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3.3.4.1.3 Data Analysis for Workshop 1
When the workshop finished, we immediately wrote down all the information obtained
from the workshop on sticky notes and put them on a large whiteboard wall in the room where
we conducted our workshop. From there we made an affinity diagram to represent the
information and to look for patterns, see Figure 3.1 below.

Figure 3.1 Affinity Diagram created from the results gathered during
co-design workshop 1.
We then created user personas based on the affinity diagram and our participants. We had
two personas: one represented the younger generation and the other represented the older
generation. Because the older generation of participants had more disadvantages than the
younger, we decided to focus on them (See Figure 3.2). A scenario was then created of what a
day in the life may look like for the older generation’s persona.
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Figure 3.2 User Persona for older generation (adults) of refugees from Burma.
Based on the user personas and scenarios, we created a list of general design
requirements for a solution. In brief, some of those requirements included: 1. Accessible at any
time of day. 2. Uses visuals and sound to help those with low literacy and slow-English literacy.
3. Addresses one or more of the challenges they ranked. 4. Simple enough for non-English
speakers and novice technology users to learn and use.
3.3.4.1.4 Results of Workshop 1
Several insights were gained from the data collected during the first co-design workshop
of PS3. Those are summarized below. This workshop had 20 participants, with three different
native languages spoken within the participants. Three bilingual volunteers for the BCCE
volunteered to interpret so we could communicate with everyone. The workshop lasted
about 1.5 hours.
Learning about Culture. Two holidays were expressed as being most enjoyed by
participants: 1. Christmas because of the anticipation in their children for the day to arrive and
the religious meaning, and 2. New Year’s because of the community celebration that occurs
involving food, traditional singing and dancing, and youth sports. These responses revealed to
use some of the values of our participants: family, culture, and religion.
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Drawing Happiness. Figure 3.3 shows pictures depicting some of the things that made
participants happy. This activity revealed that the younger participants speak English and are
more familiar with technology and entertainment than the older participants. Things like Karen
and Karenni cultural music and dance were enjoyed by both generations, as was food, family
time, being outside, and trees. The older participants drew pictures of fresh vegetables, farm
animals, and land they had in Burma.

Figure 3.3 Drawings participants made. The left was made by a younger participant and
the right was made by an older participant.
Selecting Colors. Figure 3.4 shows the colors selected as most liked among participants.
The least liked colors were grey, black, brown, orange, and white.

Figure 3.4 Participants selected vibrant, non-earth tone and non-neutral colors as their
color preference.
Identifying & Ranking Challenges. Participants ranked challenges they identified in terms
of which were of most concern to them. Those were: learning English and understanding
American Culture (5 votes); accessing transportation (3 votes), understanding mail and bills (4
votes), and retaining their culture and traditions (2 votes). Several participants expressed that it is
hard to rank or only pick two challenges because all of them are important.
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Accessing Resources. Nearly all of the participants said they either have access to a smart
phone or laptop via themselves or a family member, or would be willing to travel to a library or
other public place to access a tool requiring a computer and internet. When discussing why
learning English is a challenge, older participants revealed that their work schedules often
conflict with the hours of ESL classes in their community.
After examining the results from our study, we then brainstormed several solution ideas.
Our team settled on designing a tool that would help participants understand their mail and bills.
While learning English and American Culture had more votes, the professor of our class pointed
out that we do not have the proper training or time available to learn how to design a tool to
teach English and culture properly.
The next highest ranked challenge was understanding mail and bills. This was a unique
challenge that participants shared with us that service providers had not mentioned yet as a
challenge. We reported back to Jerry what information we gathered and the solution we were
thinking of moving forward with. He gave us feedback and confirmed our findings. He also
shared that the majority of the time he spends with community members at the BCCE is helping
them read and understand their mail. We then moved forward with sketches and wireframes that
led to a high-fidelity paper prototype of a design solution called “Read Me”, a proof of concept
for an app that would allow the user to take pictures of mail they receive, scan it, and inform the
user if the mail was important or “junk”, and explain to the reader what the mail is
(see Figure 3.5, on next page).
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Figure 3.5 Sketches (top), wireframes (middle and bottom), and high-fidelity paper
prototype (on next page) of the design solution, Read Me.
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Figure 3.5 continued

3.3.4.2 Co-Design Workshop 2
Our team facilitated a second workshop, this time focusing on usability and feedback on
the design solution we came up with as a result form the first workshop. Read Me. There were 15
participants, both Karen and Karenni refugees. Some of our participants were not in the first
workshop, so responses may not necessarily reflect the perspectives and needs of the first group
depending on education level, duration of resettlement in the U.S., and other factors. We had
printouts of the activities participants were performing so we could record notes and feedback.
Permission for photographs and recording video was given to us by participants.
3.3.4.2.1

Workshop Activities

There were two main tasks for the workshop: conducting a task walkthrough with the
paper prototype, and conducting an icon sorting activity. Both are described below.
Task walkthrough with the paper prototype. We asked participants to complete several
specific tasks while interacting with our paper prototype (see Figure 9, on next page). We had a
print-out in front of us of each step to perform that we could record observations and feedback
from participants on while interacting with the prototype. This activity had six participants while
the other nine participated in icon sorting.
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Figure 3.6 Participant interacting with the high-fidelity paper prototype during the task
walk-through.
Icon Sorting. We printed out a handful of examples of icons representing different topics
present in our paper prototype (water, electricity, camera, help, sound, etc.). We asked
participants to tell us what they thought the icons represented (see Figure 3.7). If their guesses
were wrong, we asked them what other picture might represent the topic better. If they
understood what the icons meant, we asked them to vote for the icon in front of them that makes
the most sense for that topic.

Figure 3.7 Participants examining icons and voting on which ones make the most sense
for what they represent.
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3.3.4.2.2

Data Analysis for Workshop 2

We discovered many insights from our workshop. For the paper prototype activity, two
main key insights we gained were: 1.) Most people in this group already understood most of their
utility bills. They did not, however, know how to distinguish if non-bill mail was important or
junk mail, and if it was requesting information or giving an update. 2.) Participants did not care
to have a calendar or other options included in our tool. They said some things were too complex
and we needed to keep it simplified for them. Through the icon sorting activity, we learned that
participants understood what most of the icons meant. They did not understand what the history
and setting icons meant, nor what they might be used for. For delete, they preferred a picture of a
trashcan instead of an “x”. For electricity, they preferred a picture of a lightbulb instead of an
electric bolt or plug. For telephones, they preferred a picture of an older model cord phone
instead of a cell phone.
We also discovered that the newer participants in workshop 2 had more experience using
cell phones than the first group of participants. They knew the finger motions for interacting with
a cell phone without us asking or prodding for information (See Figure 9). We also had a few
younger adults in workshop 2 than workshop 1, which could be the reason behind this
discrepancy.
We made notes for adjustments and revisions to make to Read Me, but did not have time
to do a third workshop before the semester project ended. The future work for this project would
be to turn the paper prototype into a full-functioning app. It would need someone to develop it,
which none of us had the proper skills to complete.
3.3.5

Reflections from Pilot Study 3

After conducting PS3, it became evident that there are some challenges that refugees face
that they perceive as important or significant that service providers may forget about or not
realize are viewed as significant by refugees. It also became apparent that researchers must be
very flexible and come up with creative solutions on the spot when conducting co-design
workshops. More participants joined the workshops than we anticipated so some activities were
broken into small groups so there would be enough materials for everyone to participate. There
are many situations we could not have expected or planned for that we had to be flexible to work
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with. Another example is when we had three different local dialects spoken among participants,
so we needed two additional volunteer interpreters to help translate. The leader of the BCCE was
not expecting that either, but thankfully their volunteers were able to cover the languages he
could not translate for us.
Reflecting on this experience led me to wonder: how can I use strengths and lessons
learned from each of these studies on a smaller scale for my main thesis study? How can I take
aspects of co-designing and other qualitative research methods to conduct a study with refugees
that would result in a feasible solution that could be seen through completion?
3.4

Main Study: Modified Focus Groups

After learning lessons from the three pilot studies described previously, a brand new
modified focus group study (“FGS”) was designed for the main study of this thesis. This
qualitative study sought in-depth information about the experiences of resettled refugees in
Indianapolis, and their perceptions of their needs, challenges, and barriers when seeking
healthcare services and resources. There were three different focus group meetings that took
place during this study. Those are discussed in the following sections.
3.4.1

Goal

The overall goal of the FGS was to collect rich information about a very specific
challenge related to healthcare that resettled refugees from Burma in the Nora neighborhood are
facing, and to design a tangible solution with participants to help address this need. This FGS
would draw upon strengths and lessons learned from co-designing workshops in PS3 and other
qualitative data collection methods. Results from the FGS might also be helpful in confirming
whether or not refugee participants’ perceptions of healthcare related challenges match with the
perceptions of service providers about the same topic.
3.4.2

Participant Recruitment

To recruit participants, I made an announcement during the Sunday worship service at
First Karen Baptist Church. A volunteer interpreter was at my side to interpret the message to the
congregation. A table was set outside the sanctuary for me to go to after the service to stand with
the interpreter to answer questions and to give out a reminder flyer with the date and time on it.
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The flyers were held up during the announcement for me to briefly explain the short amount of
information on them for the interpreter to translate.
3.4.3

Sampling Procedure

The sampling strategy used for the FGS was criterion sampling. Participants for this
study needed to be:
1. 18 years old and older
2. Resettled to the US as a refugee
3. Residing in Indianapolis, Indiana
4. Of a heritage originally from Burma/Myanmar
3.4.4

Participants

There were three participants for focus group 1 and 2, and two participants for focus
group 3. The people who volunteered to be interpreters for the study (and who were also
resettled refugees from the community I was studying), ended up being my participants. This
was much unexpected initially (I was expecting other members of the congregation to attend),
but it turned out to work quite well. If one participant struggled to understand what was being
said in English, one of the other participants translated for them. This unexpected outcome of
having the interpreters become my participants will be discussed further in the “Discussion”
chapter of this paper. The same participants participated in each focus group, with the exception
of FG3, where one participant could not make it to the meeting.
3.4.5

Data Collection

This FGS sought in-depth information about specific challenges that Karen families face
when it comes to healthcare access and services. The original design for this FGS called for codesign workshops, but those were modified into focus groups to receive appropriate IRB
approval. These focus groups were still inspired by the ethical principles and interactivity behind
co-designing, but these focus groups did not include the hands-on activities planned with the
original design. Instead the insights that would have been sought from activities were changed
into questions that could be verbally discussed among participants, and the designs were created
by the researcher. The participants gave feedback and an evaluation of the designs so their voices
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were still heard and implemented into the solution. The three focus groups conducted in this
study are discussed below.
3.4.5.1 Focus Group 1 (“FG1”)
Handwritten notes were taken during Focus Group 1 (“FG1”), as was an audio recording
in Audacity. FG1 was conducted in the youth lounge at First Baptist Church of Indianapolis, and
it lasted about 1 hour. The focus group was semi-structured. The questions asked during this
focus group can be found in Appendix C. They were used as a guideline, but not all questions
were asked, and some questions were formed on the spot based on responses participants gave.
3.4.5.1.1 FG1 Discussion of Refugee Challenges
The refugee participants revealed to me several very specific challenges they and families
in their community face: challenges related to health insurance, visiting the doctor, and
citizenship for the elderly. These are elaborated on and discussed in the following paragraphs.
Health Insurance Related Challenges:
Challenge 1: Many families cannot buy Medicare nor Medicaid either due to age,
finances, or other qualification restrictions. As one participant said, “For
single adults living at home (for example, college students), they cannot get
Medicaid because they must combine their income with their parents since
they live at home, and then they get denied.”
Challenge 2: When families cannot buy Medicare nor Medicaid, and do not qualify for
marketplace health insurance, they get charged on their taxes at the end of
the year. This can be very expensive for them to afford the tax fee.
Challenge 3: Families are not aware of alternative healthcare insurance options if they do
not qualify for the more popular and widely available health insurance.
Challenge 4: Families are not aware of which health facilities (if any) they can go to if
they do not have health insurance.
Since I am not well-versed in health insurance options or the nuances of the different
qualifications for each type of health insurance, it made sense to contact a health navigator to
present to the community to help answer questions, clarify any misunderstandings, or to point
families towards other health insurance options that exist that they are unaware of. I asked the
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participants if they were familiar with what a health navigator was, and they said they had never
heard of one. After I explained what they do, the participants’ eyes lit up and one exclaimed, “I
didn’t know there were people who do that!”
Doctor Visit Challenges
Challenge 1: When families go to the doctor, it can take up to a 30-minute wait to
connect with a proper interpreter to communicate with the doctor. Usually
they connect with an interpreter over the phone, rather than an interpreter
in-person. This makes visiting a doctor’s office especially long.
Challenge 2: Some families do not have their own transportation, and if they must take a
public bus, then the amount of time it takes to walk to bus stations, to
transfer busses, and eventually get to their destination can take up to hours
because of the location they live at in relation to cost-effective or
insurance-approved healthcare offices.
Citizenship Challenges
Challenge 1: Another issue families face, which especially impacts elderly relatives who
live at home and may not be able to work, is that if they do not apply for and
receive their US Citizenship within seven years of resettling in the US, they
lose financial benefits that help sustain them.
Challenge 2: Most elderly do want to become US citizens, but they have a very hard time
doing this because they do not learn English very well (mainly because they
cannot work so they are not inserted into settings where they must learn
English).
Challenge 3: The elderly have a hard time remembering facts and dates that would be on
the citizenship test.
Challenge 4: They are not sure how to study or how to effectively prepare for the test.
3.4.5.1.2 FG1 Solution Discussion
Before ending the meeting, the insights participants shared with me were discussed and
analyzed together with participants to talk about possible to the challenges that were revealed.
One solution I proposed was to have a healthcare enrollment day where healthcare
navigators are coordinated with to come meet with families to figure out what health insurance
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options they qualify for and to enroll them on the spot. I planned and coordinated an event like
this while serving in AmeriCorps that helped 30 Chin families from Burma (on the far south of
Indianapolis) get enrolled in health insurance that day. One of the participants mentioned there
are several committees at the church who could help plan this with us. This participant was on
one of the committees and shared that they would discuss it with the committee to see if they
were open to the idea. The participants said the Church could also look into recruiting its
bilingual members to volunteer to interpret for the families and navigators.
A second solution the participants proposed was to have a trained professional come
speak to the elderly in the community about how to become a citizen and how to study for the
citizenship test. As we discussed this solution further, we discussed recruiting volunteers from
the Karen church to interpret to help the presenter communicate with the participants, and
participants can ask any questions they have and receive helpful tips, resources, and locations of
free naturalization classes.
The last solution I proposed was to create maps. One map would show where people can
go for healthcare needs if they have no health insurance are underinsured, or are low-income,
and the other map would show where health navigator offices are. The participants in my focus
group thought this was a great idea and requested that the maps be printed rather than digital so
that people can have copies. Since many families may not have easy access to computers or the
internet, and since many may not know how to use computers well, a printed map would be the
best option for them. They can take the maps with them and also share them with others.
3.4.5.1.3 FG1 Data Analysis
The audio recording from FG1 was transcribed and handwritten notes were summarized
into a researcher memo. The transcription and research memo was used to help guide me as I
looked into the feasibility of how to implement each solution idea the participants and I
brainstormed in FG1. The plan was to then report back to the participants how feasible each of
them were so we can decide which solution I should move forward with.
3.4.5.1.4 FG1 Solution Feasibility Research
After FG1 ended, I returned to my studies to research the feasibility of implementing the
solutions the participants and I discussed. Two of the solutions proved to be unfeasible due to
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deadlines and scheduling, or the inability to access appropriate professionals to help ensure the
success of the solution. My findings are revealed in the following paragraphs.
1. Healthcare enrollment solution. This solution was proposed to resolve the challenges
and confusions families face when trying to apply for health insurance or not
qualifying for health insurance options they are familiar with. This solution to have a
healthcare enrollment event was not an immediately feasible option to do for my
thesis, unfortunately. Open enrollment for 2018 health insurance closed in December
of 2017. The next open enrollment for 2019 would not be until November of 2018,
after I graduate. In other words, it was already past the time for a healthcare
enrollment event that would enroll families in health insurance for 2018. I contacted
one of the participants who was acting as the main point of contact to relay
information back to the other two participants and informed them of this. I suggested
doing a health insurance workshop where we could still have someone speak to the
congregation about health insurance options and what they would need to enroll in an
event that could be set for later in the fall. The participant liked this idea, but thought
it would not be feasible to do until late in the summer due to several events happening
at the church the next few months. The participant suggested we look into another
option for right now.
2. Citizenship Solution. This solution was proposed to help resolve the challenges that
elderly in the community face when they lose support and benefits when they do not
become a citizenship before a given deadline. The solution to have someone come to
educate elderly members in the community about the citizenship test and any classes
or resources that can help them proved to also not be feasible given the complexities
in finding someone in a timely manner with proper qualifications to lead such an
event. There used to be community centers nearby the Nora Neighborhood (that most
people within the participant population live in) that offered citizenship classes,
however, after calling those centers, I discovered those classes ended a few years ago
and nobody currently working there knew of anyone else who was still offering them.
I received several telephone numbers of people to call to ask, and those telephone
numbers led to other telephone numbers of people to call to ask. There are a few
organizations who offered citizenship classes, but the classes were on a separate size
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of the city that is difficult to travel to. I emailed those organizations to see if someone
could come talk to the participants, however they had nobody available for several
weeks. Eventually one person shared that I would need to ask the US Immigration
and Naturalization department in Indianapolis about getting someone to present on
this subject. There is no public number to call this department directly to speak to
someone about this. The 800 number on their website also proved to be unhelpful for
this scenario. The website, after clicking through several unclear links, eventually led
me to an explanation that you have to set up a short appointment time to talk to
someone in person at their office in downtown Indianapolis. The appointment options
that were available at the time of my study were weeks away, which would not work
well for completing this FGS in the time frame that was available to the participants
and I to work with.
3. Map Solution. The printed map solution was proposed as a way to help resolve two
different issues: 1.) the uncertainty of participants about where they can go to receive
affordable medical care if they have no insurance or are low-income. 2.) the
uncertainty of what healthy insurance options are available to them if they do not
qualify for traditional health insurance options. For this solution to be successful,
there would need to be accessible information about healthcare locations for un- and
under- insured persons and about health insurance navigators, and contact
information for both categories available to be compiled. With a quick Google search
and quickly searching databases I was already familiar with (211Help), I was able to
quickly see that this solution would be feasible to do, especially since I would not
need to rely on a trail of other professionals and their schedules to get the information
I would need to design the maps within the timeframe and deadlines needed to meet
for this master’s thesis study. This solution idea became the one I worked towards in
this FGS. I emailed the participants about the feasibility of this solution and they
agreed that it was a good idea to do and were excited for our next Focus Group to
discuss it.
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3.4.5.2 Focus Group 2 (“FG2”)
After the solutions were researched further and the map solution was decided upon, FG2
was planned with the purpose of gathering design requirements for the maps. Handwritten notes
and map examples with hand-drawn markings on them were collected as data.
Printouts of three different examples of existing maps (see Figure 3.8, Figure 3.9, and
Figure 3.10, below) used for amusement parks and mapping out locations of resources were
brought to FG2. The maps were printed in color on 11x17” paper. There was one copy of each
map. The maps were handed to participants to take turns examining them. I then invited the
participants to talk openly about their opinions or questions they have about the maps in order to
discover which overall map design is most clearly understood, or which parts of each map design
are most helpful and clearly understood and which parts are most confusing. This was then used
to help guide and create a list of design requirements for designing custom maps for the
participants that show where they can go for healthcare services if they have no health insurance
and where they can go to get help enrolling in health insurance.

Figure 3.8 Example Map 1, Disney's Hollywood Studios guidemap. Copyright 2013,
The Walt Disney Company. Taken from: https://www.wdwmagic.com/other/maps/
gallery/08jan2013-park-maps-2013/17874.htm
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Figure 3.9 Example Map 2, Villanova University. Copyright 2018, Villanova University.
Taken from: https://www1.villanova.edu/content/dam/villanova/
conferenceservices/documents/Map+Directions-VillanovaConferenceServices4-17.pdf
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Figure 3.10 Example Map 3, Places of Interest in Downtown Indy. Copyright 2014,
Downtown Indy. Taken from: http://www.downtownindy.org/downloads/downtown-indy-singlepage-map.pdf
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3.4.5.2.1 FG2 Discussion of Example Maps
The remarks participants made about the example maps are summarized in the list below:
1. They liked the different colors used to separate different groups/categories of
information in Figure 3.8.
2. The map keys are helpful to know what symbols mean, but they think there
were too many symbols in Figure 3.8 and too many descriptions in the key for
Figure 3.9.
3. The maps for Figure 3.8 and Figure 3.9 had too much information presented
on them. They only want something very basic and simple.
4. Maps in full color (Figure 3.8) with lots of detail on the visual map itself (not
the text), were harder for them to understand and spot the numbered markers
because there was too much to look at. They do not want a map with a lot of
visual detail.
5. The map with only numbered markers was easier to see how the text
connected to the markers. (See Figure 3.10)
6. The two maps (Figure 3.9 and Figure 3.10) with gray map designs and
colored markers or labels were easiest to understand overall.
7. While Figure 3.8 had too much text and content, Figure 3.10 did not have
enough information. They wanted to see addresses and business hours listed
for the places shown on the map.
8. Participants liked that Figure 3.8 used icons to represent information, and
thought that would be helpful for people in their community since many are
not fluent in English.
3.4.5.2.2 FG2 List of Design Requirements
After discussing strengths of the example maps and which aspects the participants
thought were helpful and which were confusing, together we made a list of design requirements
for the map design I would create. Those included:
1. Very simple, basic design
2. Minimal, most important information displayed
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3. Icons to represent information where appropriate
4. Basic Contact Information for offices (name of office, phone number, and
address)
5. Business hours
6. Indicate if you need to schedule an appointment before going to the office
7. Map
8. Map key
9. Location markers that are clean and easy to spot, and that are numbered
10. The text/entire map translated into Karen and Burmese in addition to English
[Note: One of the participants voluntarily offered to translate the text for the
maps into both languages.]
3.4.5.3 Focus Group 3 (“FG3”)
Focus Group 3 (“FG3”) was conducted in the same location as FG1 and FG2, and lasted
only 25 minutes. A detailed outline of FG3 can be found in Appendix D. Handwritten notes and
an audio recording in Audacity were collected as data. This focus group was meant to serve as an
evaluation of the map solution I designed after FG2. FG3 resulted in two printed maps with
critique markings on it that were collected as data. Like FG1, FG3 was also semi-structured to
allow for the formation of new questions on the spot since there is no way to predict what type of
feedback on the designed maps participants will give, nor what type of follow-up questions will
need to be asked for clarity’s sake. The outcome of FG3 is presented in the “Evaluation” section
of this paper under Chapter 4: Solution Design.
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CHAPTER 4. SOLUTION DESIGN

4.1

Design Research & Data Collection

To begin designing, I first searched the internet to see if there were any maps (printable
or digital) that already exist that show the information we needed to map: healthcare navigator
locations and healthcare clinics for people without health insurance in Indianapolis. I started my
search with a site local to Indiana that I was already familiar with from my AmeriCorps service:
Connect2Help 211 (referred to as “211” for the remainder of this paper) (see Figure 4.1).

Figure 4.1 The homepage of Connect2Help 211.
This site allows users to search through a large database of resources and services
available to low-income families in the state of Indiana (see Figure 4.2). 211 is also a telephone
service that people can call into (dial 2-1-1) to have a representative search through the database
for you. The site provides very detailed information about the services available to people and is
updated regularly (see Figure 4.3 and Figure 4.4).
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Figure 4.2 The search feature of 211.
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Figure 4.3 How search results are presented on 211’s web database.
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Figure 4.4 The highly detailed information about each service when the user clicks
“Click Here for Details” when browsing search results in 211’s web database.
After years of using this site, I did not realize there was a map feature that would map all
of the search results. I knew there was an option to map individual search results, but I did not
see that there was a small link that said “Map all” (See top-right of Figure 4.4), that when
clicked, would map all the clinic locations populated in the user’s search results, until I returned
to the site to search the database. While exploring the site, I was looking for two things: 1. To see
if they had a printed map or printed resource guide that could be downloaded (to give to
participants), and 2. To see what detailed information is provided about each resource listed to
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see if it covered all the information needed for the maps I would be designing for participants. I
would need to collect the names, locations, contact information and business hours for healthcare
services available for uninsured families. As it turns out, 211 does not have any downloadable or
maps or guides that can be printed. Or, if they do, they are hidden somewhere very deep in their
website in a location that is not clearly or easily found.
Before realizing the map all feature, I initially started to record all of the details I needed
(listed at the end of the paragraph above) in a Word document. I then cleaned up and organized
the document so I could import it into Google Maps to create a new map. The plan was to then
take a screenshot of the locations and use it for the base map of a guide that could be printed.
However, after about an hour of this process was when I saw the feature. I was concerned this
meant I was working in vain, however, there are several user experience and design flaws to the
211 map and website, that a cleaner, simplified version would be easier to read and search
through. Their map design as is would not meet the design requirements for my study. For
example, the website has so much text that it is difficult to sift through. There is inconsistency in
the design and layout between pages of the website (compare Figure 4.1 and Figure 4.2). It is
not obvious what can be clicked on as the blue color used for links is also used for headings and
titles. There is information overload for viewers who speak English, let alone what it would be
like for non-fluent English speakers. Despite these design flaws, I decided to list it as an online
resource for participants to use if they decided to look online or want to see more details about
each healthcare location. I also referenced this as a resource used to help create my maps (since I
used the database information).
Another site, which I found on accident after clicking on links within a healthcare
website, was EnrollIndiana.Org. This website shows where health navigator offices are located
throughout the state of Indiana (see Figure 4.5). Health navigators are people trained to help
families enroll in the appropriate type of health insurance available to them locally or in
Healthcare.gov marketplace. This website was much simpler and cleaner to navigate. The
biggest issue I found was that the map colors made it difficult to see where exactly you are
looking in Indianapolis. Everything was in grey, including the colors for major roads (such as
I65 and I465, which cuts through and encircled Indianapolis, respectively, becoming visual keys
to help orient oneself while looking at a map of Indianapolis) and popular major parks (like
Eagle Creek State Park and Fort Harrison State Park). There was not enough visual contrast to
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help users figure out where exactly they were looking. The only thing with a lot of visual
contrast were bodies of water, and unfortunately there was too much contrast as those were the
first things you notice when looking at the map aside from the red markers. Without the other
important major road and landmark information, orienting by unlabeled bodies of water alone is
very difficult. This site also did not have a printable/downloadable map.

Figure 4.5 EnrollIndiana.Org’s website where health navigator locations are displayed
with contact information.
.
These two websites were the only websites I could find that mapped out information
about the services I was looking for. These websites were used to help collect the contact and
location details in order to build the printed maps for my participants. After doing several
variations of key search words and browsing through healthcare websites, there were no
printable guides or maps found on the internet that showed the specific information I needed for
my participants: where health navigators are location and where affordable healthcare clinics are
for low-income and uninsured families.
4.2

First Design Draft

After conducting design research, data collection, and looking at the list of design
requirements produced during FG2, I began to plan, brainstorm, and sketch out design layouts
for the maps. I then took these sketch ideas to guide the process of building the first draft design
of the maps.
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4.2.1

Sketching

I created 5 different hand-drawn sketches of map layouts, in both portrait and landscape
layout. I also sketched out possible markers to use for pinpointing where offices are located on
the map. Those sketches can be seen below in Figure 4.6.

Figure 4.6 Hand-drawn sketches of different map layouts and of location markers.
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4.2.2

Design Process

The sketches drawn in Figure 4.6 and the list of design requirements from FG2 were used
to guide me as I built the maps using Adobe InDesign. Each map was designed the same way. To
begin, I made a list of the healthcare location name, contact information, and business hours for
both maps using Word.
I then used Google Maps to create a map that showed where health navigators are, and a
map that showed where healthcare clinics are for uninsured and low-income families, using the
locations in the Word document list. I took a screenshot of both maps and placed them into
InDesign. I then took a screenshot of an empty Google Map view of Indianapolis. This map was
also placed in the InDesign File with the opacity lowered so I could see the map I created in
Google behind it and showing through slightly. I needed to be able to see the markers in the first
Google maps so that I could place my own custom markers that are larger directly in the same
place on the blank map.
My design used larger teardrop shaped markers that were numbered, that I created in
Adobe Illustrator (see Figure 4.7). This decision met design requirement #9. Indianapolis has a
distinct visual shape when looking at a map since interstate 465 circles it. That information was
lost in the EnrollIndiana.Org map, so I made sure to use a Google map design with clearer color
distinction between roads and larger public parks, but that did not have highly detailed visual
information about the terrain or buildings in Indianapolis. This addressed design requirement #1.
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Figure 4.7 Rough Draft of Maps that show where healthcare clinics (top) and health
navigator offices (bottom) are.
The healthcare clinic map I created used icons to help the viewer quickly see if they need
to call to make an appointment to access a service, or if they can show up as a walk-in (see top of
Figure 4.7). I left these out of the navigator map so participants could determine if the icons
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were helpful or not. A key was created for these icons. The icons indicated if a person needs to
call ahead to make an appointment, or if they can walk-in to the office to be helped at each
location listed, which addressed design requirement #3, #6, and #8. The icons were not only used
on the map to pinpoint locations, but they were also used beside each location listed beside the
map for consistency.
The maps were placed on the left side of the page for each map, leaving plenty of empty
space for the location names and contact information to be listed. The information presented for
each location included: the name of the office/clinic, address, phone number, business hours, and
website URL. This addressed design requirement #2, 4, 5, and 7. While the website URL was not
previously listed in the design requirements, while designing I recalled participants asking me
the website URL for places we discussed during the focus groups so they could write them
down, take pictures of them, or look them up on their phones. I thought it would be good to have
the URL in case there are others in their community who may want to be able to do the same
thing if they have access to technology devices and the internet.
There was nothing fancy done to the background of either map design, and instead simple
blocks of colors were used to group and separate information. This decision addressed design
requirement #1.
Because the maps would be similar, for the rough draft proof of concepts, I kept the same
service locations and descriptions on both maps and only changed the titles. This enabled me to
get a proof of concept brought back to participants for Focus Group 2 very quickly (1 week) after
hosting Focus Group 1. These maps received feedback and critique during FG3, mentioned in
Chapter 3.4 and explained in section 4.3 Evaluation of this chapter. The feedback and critique
remarks were then used to guide revisions to the map designs.
4.3

Evaluation

An evaluation of the first draft of the map designs was conducted during FG3 of the main
research study, described in Chapter 3.4 of this paper. FG3 resulted in a few short notes and
editing marks made on two rough draft maps I created to represent where Health Navigator
Offices are located, and where healthcare clinics are that people without health insurance can
access. One map had icons to indicate if someone must call to make an appointment before going
to the office, or if they can walk-in. The other map did not have icons to show the difference, but
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instead used words to describe if you need to call ahead of time or can just show up to the office
for help.
I asked the participants if there was any information on the maps that was confusing or
that they did not understand. One participant said they were not sure what the icons meant. They
did not see the key at the bottom of the map. This was circled as something to change for the
revision (see Figure 4.8). Once the icons were explained, the other participant said they think the
icons should be used for the map instead of not having them. The other participant agreed. The
participants also shared with me which portions of the maps would need to be translated into
Burmese and Karen languages. One participant confirmed they still wanted to voluntarily
translate the text.

Figure 4.8 Critique markings made by participants on the 1st draft map designs during
focus group 2.
4.4

Design Revision

The revision requests discussed in the previous section were implemented into the new
map designs (see Figure 4.9 and Figure 4.10). Translations by the volunteer have not been
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completed yet, so they were not implemented in the revised map designs. For this first round of
revisions, only a few changes were made, but those changes had a significant impact in the
readability of the maps.
First, the icon key was moved to the top of the map and a block of color was added
behind it so that the color contrast between it and the background and blue accent color makes it
more noticeable to the eye.
Second, the location marker colors were changed to red with white text for higher
visibility. The markers were blue with black text before, which made the numbers difficult to
see. Using the blue markers also made it difficult for viewers to easily distinguish the markers
from the rest of the design due to lack in color contrast. The red markers help the locations stand
out against the guide design, and the white text increased visibility of the number on the markers.
Third, the color scheme of the map showing healthcare clinic locations was changed to
help differentiate it from the map meant to show locations of healthcare navigators. The
locations and contact information for healthcare clinics and navigators were not adjusted during
this design revision as it was still only the visual design and overall proof of concept that was
being examined. The locations and contact information are real places, though they have not
been adjusted to reflect which map they belong to. That is on the list for future work.

Figure 4.9 Revised map for Health Navigator locations.
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Figure 4.10 Revised map for Healthcare Office locations.
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4.5

Future Work

Much work can still be done with the map project that was developed during the last
study described in the “Methodology” and “Results” sections of this paper. There are design
revisions to be made, usability testing to conduct, additional resource categories to add, language
translations, additional maps to make, and opportunities for collaboration.
4.5.1

2nd Round of Design Revisions

While initial revisions to the design were made to the first draft, there are several more
revisions to make: First, participants did not notice a difference between the two maps, so the
designs for both of them need to be completely different to help differentiate them. A different
color palette was used to help differentiate them, but using a more unique design for each will
differentiate even further. Second, there are more icons and images that can be used to help
communicate what resources are being shown. Third, the grouping and placement of the icons
and symbols needs to be adjusted to eliminate the illusion of multiple columns in the list of
resources and contact information, and to make sure they visually appear to be grouped with the
appropriate resources. As is, some appear to be separate and not part of the resource they intend
to be grouped with. Fourth, it would be helpful to send these maps on to peer professional
graphic designers for critique and feedback to get another pair of eyes on them. Fifth, as
mentioned in section 4.4, the locations for health navigators and clinics need to be updated, and
there are more locations to add for both maps. These changes will be completed by the
researcher in order to print and provide accurate maps to the participants involved in this study.
4.5.2 2nd Evaluation
After the design revisions are made, there should be another focus group used to test the
usability of these maps and to get more critique feedback from participants. Participants can be
observed trying to use the maps and trying to teach others in their community how to use the
maps. Data from this can help identify additional design flaws and areas to improve the
teachability and ease of use of the maps in the larger community. After such a workshop, there
may be more revisions to make. When designing, there is always room more revisions and
improvements. Design is an iterative process and never stops.
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The maps also need to be examined for longevity of use. How long will participants find
them useful? How often will participants actually use the maps? Where do participants store the
maps when they are not using them? How easy are the maps to store and not lose or get ruined?
What do participants do with the maps when they decide they no longer need them? A study
would need to be conducted to collect data to answer these questions.
4.5.3 Language Translation
The FGS specifically still needs to have the words used on the maps translated into
multiple languages. For the population of participants used in the FGS, translation into Burmese
and Karen languages would be most helpful. The volunteer translator was not able to complete
the translations before the conclusion of this thesis study.
Not only can these maps be translated into Burmese and Karen languages, but in the
future, they can also be translated into many other languages. There are people, both refugee and
non-refugee, in every culture who speak languages outside of English, Karen, and Burmese who
can benefit from having access to these maps. There is room for collaboration and finding
bilingual volunteers to help translate the maps into many other languages in the future.
4.5.4

Additional Resource Categories

In addition to affordable healthcare clinic and healthcare navigator locations, participants
in Focus Group #2 expressed that they also do not know where they can go for dental and vision
care if they do not have health insurance. These are two resource areas that can be researched
and have maps built for. There may be more and more healthcare-related resources that maps can
be created for. In fact, perhaps with time they could come to form a small booklet of healthcare
resources for low-income, non-insured, and under-insured families that is also translated into
multiple languages that refugee communities speak. Some resource booklets like this have
existed in Indianapolis (a few people referenced a “rainbow book” during primary research and
data gathering during my research study when trying to narrow down my topic), however, they
were not translated into multiple languages. Often, if a document is translated into another
language in the US, it is translated into Spanish, which does not help the majority of refugee
populations.
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4.5.5

Creating More Maps

There may be opportunity for more types of maps to be created, and more forms of maps.
As families get more access to technology, websites and mobile apps will become useful tools
for getting information. Putting these maps online as websites or mobile apps can be
tremendously useful for families who are well connected digitally, and it will eliminate the need
to remember to bring a physical map with them.
4.5.6

Opportunities for Collaboration

There are already a few volunteers who have begun to create web-based user-friendly
maps that show where resources exist in Indianapolis for immigrant and refugee communities.
For example, Indianapolis ESL teachers Ginger Kosobucki and Angela Herrmann voluntarily
created a Google map that shows where all ESL classes are located in Indianapolis. They spent
several months and hours collaborating with non-profits and organizations to gather the
appropriate information. The website is currently being housed by the Immigrant Welcome
Center. There is opportunity for this type of map to be recreated to locate different categories of
resources, and for all of the maps to eventually come together to be a master database for
immigrant and refugee communities.
Since there are many organizations tracking and compiling their own lists of resources
for refugees and immigrants, and since there are organizations like 211Help who have published
databases and maps of resources, there is a great opportunity for all of these bodies to come
together to make a really good quality tool that is centralized for all people to go to instead of
having to check several different websites. While some sites are effective at providing
information, they are not user-friendly and easy to use. Some have significant information
overload.
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CHAPTER 5. DISCUSSION

The following sections of this chapter provide a comparison of the two perspectives
gathered about the needs and challenges of resettled refugees in Indianapolis: those of service
providers and those of resettled refugees; detail lessons and insights learned through this
master’s research study, and discuss implications of this research and its findings.
5.1

Comparison of Refugee and Service Provider Perceptions

One of the goals of this master’s thesis study was to compare refugee and service
provider perceptions of the needs, challenges, and barriers that refugees face. The intention
behind this was to try to identify if and where perceptions misalign. The following figures reveal
side by side charts of topics that both groups of participants were asked through the four studies
conducted and layed out in this paper. Refugee perceptions are shown on the right column and
service provider perceptions are shown on the left column. The cells that are highlighted in
yellow represent statements that did not have a matching statement or expression from
participants in the other column. These are unique statements brought up by that group of
participants.
In Table 5.1 below, you can see that service providers shared more information about
how they think refugees seek help. The statements in yellow that service providers made are
statements that did not have a corresponding statement made by refugees to match it. Refugee
participants said very little about this. Part of the discrepancy is that service providers answered
these question through an online survey, possibly while they were still at work in an environment
that could help trigger their memories of what they have seen patients and clients do to seek help.
The refugees were in a youth lounge at their church when asked this question in a casual setting
in person. It could be that they would have recalled other scenarios if they were in a different
setting with stimuli to trigger their memories.
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Table 5.1 Side by side comparison of service provider and refugee perceptions of the ways
refugees seek help in Indianapolis.

In Table 5.2 below, you can see a list of statements that both groups of participants made
about the types of challenges service providers face when trying to help refugees. This question
was only directly asked to service providers, which is most likely why there is discrepancy and
not many statements listed by refugees. The statements in the column made by refugees were any
statements participants made during research that alluded to them noticing challenges service
providers have. One interesting finding to note is the attitude some service providers expressed
that they think refugees have: “many think they know or are not interested” and “individual’s
willingness to share the info”. It seems these service providers are under the impression that the
reason information is not being shared with others or the reason refugees are not getting the help
they need sometimes is because they do not care to help others, are not interested, or they think
they already know. These views may be short-sighted. It could be that refugees are indeed
interested and eager to learn and help themselves and others, but there are so many language,
scheduling, cultural, etc. barriers that their intentions get lost in translation.
It would be helpful to explore in a future study what the attitudes of each group is
towards one another and why. Also, if this study could be conducted further, it would be
beneficial to ask the refugee participants specifically about the challenges they see service
providers face. I only asked them about the challenges they see themselves face.
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Table 5.2 Side by side comparison of service provider and refugee perceptions of the
needs and challenges service providers face in Indianapolis.

Table 5.3 on the next page shows the chart of refugee and service provider perception of
what the challenges are that refugees face. Many of the statements made by both groups align
with one another. The main differences are that most service providers who participated in this
study were in healthcare-related fields so they mentioned very specific challenges they see
families face related to health and safety. The refugee participants were not in or near a
healthcare facility when they shared about their challenges. While they mentioned challenges
related to healthcare, such as limited health insurance access, affordability of health services, and
unreliable transportation to get to healthcare appointments, they may have had more specific
statements to share if they were in a healthcare facility or in an environment with stimuli to
trigger their memories into thinking more about their experiences when visiting a doctor.
A few unique issues that refugee participants brought up what their difficulty in reading
and understanding their mail, their struggle to keep parts of their culture and heritage alive for
themselves and family members, the struggle their children feel with fitting in, and the stress of
not getting to see their spouse often due to conflicting work schedules. These issues may not be
known by service providers unless they witness the day-to-day activities and needs of refugees.
It could also be that these types of issues were not mentioned by service providers because,
again, most service providers who participated in this study were in healthcare fields.
Another possible discrepancy explanation between both groups is that the refugee
participants were specifically from Burma while the healthcare service providers may have
refugee patients and clients from countries all over the world. It is possible that some of the
challenges they see some populations face are not the same challenges that another refugee
population faces.
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Table 5.3 Side by side comparison of service provider and refugee perceptions of the needs and
challenges refugees face in Indianapolis.
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While there are discrepancies in the data, there are also quite a few matching statements
and perceptions. Overall, it appears that both groups are on the same page and are
communicating with one another about the needs and challenges being faced by refugees, and if
service providers are struggling to understand some of the challenges, they may be gaining
insights from other service providers. It appears that more communication, information, and
education can be done to help both groups of participants in order to address challenges refugees
face. Until more research is done to better understand the discrepancies between differing
statements or until a comparative study can be conducted in the same environment for both
populations, it may be best to continue to include both service providers and refugees into
discussions and design process geared at helping address and alleviate refugee challenges.
5.2

Lessons Learned

Many insights were gained from the studies described in this paper, including: Karen
culture, how to conduct co-designing workshops, how to conduct qualitative research when the
researcher also has a language and cultural barrier with their participants, how to adjust research
and design to take cultural differences into account, how to give voice to participants so
designing and problem-solving can be more inclusive and empowering for the participants, and
how to be flexible.
Overall, there were a few key takeaway lessons I learned. There is no correct or standard
way to conduct qualitative research cross-culturally or with vulnerable populations that will be
applicable to all communities and environments. Each community will have needs and
challenges that are common among most or all vulnerable populations, as well as needs and
challenges that are very unique to that community and unique to individuals. Those needs and
challenges will vary even based on neighborhoods, cities, states, and countries of resettlement
because available resources and access to those resources are different everywhere. It is
important to connect with members in a community to understand what challenges people in
their greater community face, and what cultural norms and barriers exist. This is vital for
tailoring research approaches, plans, and design processes to accommodate these differences and
the unique details of each community.
One of the biggest takeaways I gained from this master’s thesis study was how essential
it is to be flexible and to work with the people and resources available to you and your
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participants. In relation to that, how important it is to allow cultural norms to shape and refine
the study. In a conversation with Pastor Evan Bever of First Baptist Church of Indianapolis,
where the main study was conducted, he made a statement that summarized this experience
quite well:
“When we have questions, we tend to think we should hear from every person in the
community, or at least from as many as we can. Otherwise we assume we're missing
things or not getting the whole story. But Karen people seem to do things differently. In
Karen culture, it's much more natural for one, or a few, leaders to speak as representatives
of the community. That doesn't mean, though, that one person is speaking and the rest of
the community is silent. They really are speaking for the community, and they take that
role very seriously. In fact, I've rarely heard a Karen leader answer a question or make a
decision that will affect the whole community without first going back to the community,
or at least larger group of leaders, to discuss it. So I've learned to trust that, even if I'm
only talking to a few leaders, they know the needs of the wider community. Or, if they
don't know, they'll find out. And, when they speak, it's as if they've been authorized by
the community to speak on their behalf.
I think this is probably part of Karen culture, to begin with, but I suspect it's more
noticeable in the refugee communities. Since only a few individuals speak both English
and Karen really fluently, they carry a lot of responsibility to communicate on behalf of
the community. Since the community relies on them in this way, they also tend to be
more aware, and more connected, to the whole community than we might expect.”
5.3

Implications

Moving forward, there are still dozens of challenges that refugees in Indianapolis face.
These need to be addressed and alleviated in order for families to not only survive, but begin to
be able to thrive. Healthcare-related challenges are only one category of many, and identifying
where people can go for healthcare needs is only one healthcare-related challenge of many. For
example, this master’s study also revealed insights shared by participants about struggles to get
to their healthcare appointments due to lack of accessible, reliable and timely transportation. This
issue along provides several opportunities for solutions, some of which may already exist and
can be improved, or are already being developed:
1. Health insurance providers can add in more support for transportation to areas of the
city without reliable transportation or public transportation access.
2. The City of Indianapolis can begin to offer more public bus and other public
transportation options to the far outer edges of the city so families are not isolated
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from essential resources and services that can only be accessed by traveling to
downtown Indianapolis.
3. Hospitals can provide affordable transportation for patients to get to and from
appointments.
4. Concerned and willing citizens, churches, and organizations can volunteer or recruit
volunteers to become drivers for refugees to get to appointments. To ensure safety
and to prevent exploitation of refugee families and volunteers, a screening and
training process can be set up that volunteer drivers must go through before they can
become a driver.
5. New health insurance policies can be created and offered that focus specifically on
needs of refugees, which are often overlooked when creating policies to serve the
masses.
6. People can vote for policies that help the vulnerable or against policies that can be
detrimental to the vulnerable. Along the same lines, Local, State, and Federal
government leaders can be held accountable for actions they do and do not take that
make refugees and vulnerable people more vulnerable and in need.
Participants also shared challenges in being seen by doctors in a timely manner due to
having to wait for interpreters. Without the interpreters, non-English fluent patients struggle to
understand what the doctor or nurse is saying, and they struggle to communicate to the nurse or
doctor about what they are experiencing. And, sometimes, as a last hope, children of refugee
patients may be asked to help interpret for their parent and the doctor, which can create a lot of
stress and confusion for the child. Participants share that they do not want their children to
interpret for them. This issue has several opportunities for solutions to be designed and
implemented as well. For instance, telephone translation lines, hospitals, health insurance
agencies, doctor offices, and interpreter services can hire more people who speak languages that
refugees speak, which would help bridge employment gaps for refugees, while also enabling
more people to be able to communicate during appointments. St. Francis Hospital’s South
Campus in Indianapolis has hired “Burmese Medical Advocates” to help them serve patients
from Burma. A Burmese Medical Advocate is someone who is fluent in English, is of a heritage
from Burma or who highly understand the needs and cultures from Burma, and who speaks local
languages of refugees from Burma and acts as a mediator and interpreter to help refugee patients
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when they see the doctor. More healthcare facilities can begin to do this same thing for other
refugee populations.
There are also challenges in affordability of healthcare, especially when families do not
qualify for health insurance plans or do not have health insurance plans available through their
employers. Healthcare service providers revealed that they have challenges when serving
refugees because they feel they do not know enough about them and their culture to be able to
provide care that is sensitive and aware of their needs and barriers. One nurse expressed that she
sees refugee patients attempting to access the wrong care services, or accessing services that are
much more expensive than other services that are available. The same nurse expressed that they
think refugees do not understand what is normally perceived as a healthcare emergency in the
US, so they are not seeking help when they need to. These are all issues that can be researched to
understand further their complexities, and begin to work towards solutions. In addition to the
issues listed above, there are opportunities for solutions to be designed to address challenges
related to transportation, language, housing, cultural orientation, path to citizenship, and more.
A good way for designers, researchers, organizations, churches and religious centers, and
concerned citizens who want to lend a helping hand, to begin to help address these challenges
and more is to get involved in a organization or community that is already serving refugees. Get
involved with community, education, and cultural centers where the needs, challenges, as well as
the positive and hopeful life experiences, and successes of refugees can be learned about and
understood. Invite refugees to participate in discussions and design processes of programs,
services, technology, software, printed materials, etc. that are meant to help them. We often
forget that before families had to flee their homes from dangerous, catastrophic, oppressive, and
traumatic circumstances, they had professional lives. Many refugees were educators, nurses,
doctors, clerks, lawyers, bankers, mechanics, farmers, social workers, cooks, restaurant and
business owners, etc. Instead, we often treat refugees as if they have no skills or education. Many
people would be eager to use their skills and knowledge if given the opportunity to do so, or if
presented the opportunity to be hired for their services. Invite refugees into discussions,
designing, and decision making processes, and if language is a barrier, find someone who can
help interpret for them so that their voices are heard, respected, and valued. Pay refugees for the
skills and expertise they can offer, do not exploit their insights and expect them to work for free.
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There are years’ worth of endless work to do to make life for resettled refugees in
Indianapolis and around the world sustainable. It can be overwhelming to see such great need
and to feel like one person is not capable of changing the world or sea of challenges that exist.
As a becoming popular phrase states, “You may not be able to change the world, but you can
change someone’s entire world.” This quote may have been inspired by a quote first stated by
Paul Shane Spear who said, “As one person I cannot change the world, but I can change the
world of one person.”
5.4

Conclusion

This qualitative research study had several goals. The first goal was to understand what
service providers perceive and understand as challenges and needs of resettled refugees in
Indianapolis. The second goal was to understand what resettled refugees perceive and understand
as the challenges and needs they face in their day-to-day lives. The third goal was to compare the
two perspectives to see how well they aligned. The fourth goal was to design a solution with
refugees that would help address one of the challenges they face. By documenting this process,
this master’s thesis study attempts to shine light on challenges and barriers that resettled refugees
in Indianapolis face, how to design with refugees, and how to design when the researcher and
participants have language and cultural barriers. The four studies discussed in this paper can give
inspiration and insights to researchers and designers who may want to find solutions for refugee
needs. The four studies reveal how participants can be included into the design process so their
voices are not only heard, but so their voices become part of the decision making process,
whether implementing co-designing workshops or conducting focus groups.
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APPENDIX A. ONLINE SURVEY FOR SERVICE PROVIDERS

1. I acknowledge the information provided to me about this survey and agree to participate in it.
2. What is your role in serving and/or advocating for resettled refugee communities?
3. Is there an organization you serve at, work at, or interact with to serve resettled families?
a. If yes:
i.
What is the name of the organization or group?
ii. What kind of assistance, programs, or services does the organization provide?
iii. What kind of assistance, programs, or services does the organization
NOT provide?
b. If no:
i.
If you are not associated with an organization, how did you get connected
with resettled refugee families and individuals?
4. When information about a new program, service, resource, or important change or concern
comes out...
a. How do you find out about it?
b. How do you inform resettled refugees about it, and what methods do you use?
c. How do you inform volunteers, co-workers, and peers about it, and what methods
do you use?
d. What barriers and challenges do you face when trying to share such information?
e. What barriers and challenges do you face when trying to help or serve resettled
refugee families and individuals in general?
f. What do you wish existed or was available to help make your service or job easier
when trying to help resettled refugee families?
5. When a resettled refugee family or individual has a problem or confusion, what forms of help
do you see them utilizing?
6. Would you be willing to talk with me more about your experience working with or serving
resettled families and individuals?
a. Please share your contact information and the best way to reach you
7. Do you know of any resettled families or individuals who might be willing to share their
perspective on how they find out about resources and information, and what parts of
resettlement and adjusting to Indianapolis are/were most confusing? (They do not have to be
newly resettled).
a. Would you be willing to help connect me with them?
b. Please share your contact information and the best way to reach you
8. Would you be willing to participate in any future thesis research surveys, interviews, or
design workshops that I (Liz Irk) may need to conduct to gather more data or to test designs I
produce for addressing areas of need discovered in my research?
a. Please share your contact information and the best way to reach you to invite you to
give your feedback and expertise on any future research or designs I create addressing
needs and challenges of resettled refugees in Indianapolis.
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APPENDIX B. POOL OF QUESTIONS FOR WORKSHOP 1 IN
PILOT STUDY 3

Information Gathering and Brainstorming Challenges and Solutions
a) How long ago did you resettle to the United States?
b) What are some things you like about Indianapolis?
c) What are some things that are challenging for you in Indianapolis? (Participants say
answers out loud. With each response, facilitator asks, “Who else agrees that this is
challenging for them?” and “Why is this a challenge?”)
d) Of the challenges listed, which one do you think is the most important one to be solved?
(Ask Participants to rank them with post-it notes)
e) Of the challenge you selected, what are thing things about it that make it challenging?
i) Example: if accessing healthcare is selected, we ask: “What about accessing
healthcare is difficult for you?”, “Why?”
f) What would make [insert the selected challenge] easier for you?
i) Example: if accessing healthcare is selected, we ask: “What would make accessing
healthcare easier for you?”
g) What would need to happen to make that [insert suggestions participants gave for
improvements] possible?
i) Example: if someone says “having an interpreter” would make “accessing healthcare”
easier for them, we would ask, “What would need to happen to make having an
interpreter possible?”
h) If this piece of paper was magic and it could do anything in the world, what would you
want it to do for you to help make [insert challenge discussed earlier] easier/better for
you? (Based on their answers, ask: “What would that help you with?” Or, “How would
that help you?”)
i) Example: if the challenge discussed and selected earlier was healthcare access, we
would ask, “If this piece of paper was magic and it could do anything and be
anything in the world, what would you want it to do for you to help make healthcare
access easier and better for you?” And follow up with “How would that help you
access healthcare?”
Miscellaneous Questions about Technology Access
a) Have you ever used a computer?
b) If you wanted to use a computer, do you have access to one?
i) Where do you need to go to access the computer?
c) Can you access the internet?
d) Do you have a cell phone or a house phone?
i) If you needed to call someone, where do you go to call and does someone help you
make a phone call? If so, who helps you?
e) How do you find out about important news or activities happening?
f) Are you able to read and write in English or in your native language?

82

APPENDIX C. RESEARCH PLAN FOR FOCUS GROUP 1 OF
THE MAIN STUDY

Focus Group 1 (1-1.5 hrs)
Set up: 1 hr before participants arrive.
Table, chairs, audio recording equipment, and refreshments.
Part 1: Ice Breaker Introduction (~10min)
1. Where are you from in Burma?
a. I will have a printed map of Burma, and participants are welcome to point at it to
tell where they are from, or they can verbally describe where they are from.
2. What does the land/terrain look like where you are from, and what did the weather
feel like?
3. What primary language do you speak where you are from?
a. These answers will help inform the researcher what languages to translate
the infographic to. (The current plan is three languages: English, Burmese,
and Karen)
4. What is your favorite food to eat from Burma?
5. Researcher shares a picture of a map of where she is from in Indiana and her
favorite food.
Research Introduction: (See attached documents for descriptions and scripts for each of the
following) (~10-15 minutes)
1. Explain my research topic and why participants are here today
2. Explain what activities will be done in the workshop (listed in this document)
3. Explain confidentiality forms (voluntary participation; quit at any time, no penalty) and
have them signed
4. Explain audio recording for taking notes. Will destroy this data after the study, and
everyone remains anonymous.
5. Explain consent forms and have them signed Sign consent forms for participation and
audio recording
Part 2: Questions about Daily Challenges (~30 minutes)
1. What challenges do you face in your day-to-day lives in Indianapolis?
2. What is a resource or service that you have trouble accessing?
3. What are some of the things you have to do, have to have with you, or places you have to
go to accomplish/access this resource/service?
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4. What are some of the things that prevent you from accessing this resource/service?
5. What are some of the questions and confusions you have about this service/resource?
Part 3: Story Telling (~20-30 minutes)
1. Tell me a story of when you tried to access [insert resource or service the participants
have discussed so far].
a. What happened?
b. What worked well?
c. What did not work well?
d. Were you able to access the service/resource?
i.
If so, how?
ii. If not, what stopped that from happening?
Part 4: Looking Forward (~20-30 minutes)
1. What would be helpful to you when trying to access this /resource/service?
2. If accessing this resource/service could be done in any different way, what way would be
most helpful to you?
3. Write down and/or draw pictures of advice you would give someone else who has the
same issue that you have encountered.
Closing: Thank you and Follow-up Workshop Invitation (~5 minutes)
1. Thank you for taking time out of your day to voluntarily participate in this research study.
2. Give participants a half sheet of paper with my name and contact information on it if they
have questions about this study after they leave, and the interpreter’s phone number, too
if they need help calling and talking to the researcher.
3. If participants are interested in participating in the follow-up workshop or inviting
someone else to participate in the future workshop, they can leave their contact info for
the researcher to reach out to them.
4. If they know of other people who would qualify to participate, the participants are
welcomed to invite their acquaintances to the next workshop.

Note: Interpreters will translate any verbal stories shared and all discussion
that is not in English.
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APPENDIX D. RESEARCH PLAN FOR FOCUS GROUP 3 OF
THE MAIN STUDY

Focus Group 3 (~1.5hr)
Set up: 1 hr before participants arrive.
Table, chairs, audio recording equipment, and refreshments.
Part 1: Ice Breaker Introduction (~10min)
1. If New Participants:
a. Where are your from in Burma?
i.
I will have a printed map of Burma, and participants are welcome to point
at it to tell where they are from, or they can verbally describe where
they are from.
b. What primary language do you speak where you are from?
i.
These answers will help inform the researcher what languages to translate
the infographic to. (The current plan is three languages: English, Burmese,
and Karen)
c. What is your favorite food to eat from Burma?
d. Researcher shares a picture of a map of where she is from in Indiana and her
favorite food.
2. If Returning Participants:
a. Everyone shares our names again and answers: What was the best part of
your week?
Research Introduction: (See attached documents for descriptions and scripts for each of the
following) (~10-15 minutes)
1. Explain my research topic and why participants are here today
2. Explain what activities will be done in the workshop (listed in this document)
3. Explain confidentiality forms (voluntary participation; quit at any time, no penalty) and
have them signed
4. Explain audio recording for taking notes. Will destroy this data after the study, and
everyone remains anonymous.
5. Explain consent forms and have them signed Sign consent forms for participation and
audio recording
Part 2: Critiquing Visual Brochure/Guide Design (~50 minutes)
1. Pass out color copies of the visual guide/brochure and a marker.
a. Looking at only the cover:
i.
What is this brochure about?
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2.
3.
4.
5.

b. Give participants 10 minutes to look through the brochure pictures and short
descriptions.
i.
Now that you’ve looked at the brochure, what do you think it is about?
ii. What is confusing/unclear about the brochure?
iii. Is there anything that you think should be taken out or added to the
brochure?
c. If you wish, you are welcome to do any of the following with the marker, or you
may verbally describe these issues to me:
i.
Circle any section of the brochure that is confusing/unclear.
ii. Make any other commentary or markings on the brochure that you’d like.
iii. Draw any additional pictures on the brochure that you think are needed.
iv.
Cross out any pictures or descriptions that you think are not needed.
Did you learn anything new about the topic described in the brochure? (If so, what?)
What would improve this brochure to better explain this topic?
What should be changed, if anything?
What would make this brochure be more helpful to people you know?

Closing: Thank you’s (~5 minutes)
1. Thank you for taking time out of your day to voluntarily participate in this research study.
2. Give participants a half sheet of paper with my name and contact information on it if they
have questions about this study after they leave, and the interpreter’s phone number, too
if they need help calling and talking to the researcher.
3. Tell participants when the finalized version of the brochure will be printed and available
at the church for them to have and share copies with any friends they think it would help.

Note: The interpreters will translate verbally any writing or notes participants make on
the brochures, as well as any verbal stories/responses participants share.
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